Intrnspinous injections of NEOcaine in frogs confirm its safety as the drug of choice for 
Spinal Anesthesia. 

Seventeen years with out a death was the record of Dr. Gaston Labat, outstanding authority 
on Spinal Anesthesia. He used NEOcaine exclusively. Dr. Harry Koster performed more than 
19,500 major operations under NEOcaine with eminent satisfaction. 

Biological assays have proved NEOcaine to be the least toxic of all drugs employed for 
Spinal Anesthesia. It is also the simplest to use. 

The spinal fluid is allowed to drop directly into the ampoule, dissolving the pure crystals. The 
solution is injected slowly and the patient placed in the Trendelenburg position for three hours. 

NEOcaine is supplied in boxes containing 10 ampoules of 0.05, 0.08, 0.10, 0.12, 0.15, 0.20 and 
C59 Gm. 

CAINE SAFEST FOR SPINAL ANESTHESIA 

ANGLO-FRENCH DRUG CO. (U.S.A ) INC., 1970 Broadway, New York, N.Y. 





“A balance of qualities ...” 


NEW types and varieties of sutures are 
constantly needed to meet advances in 
surgery, but the fundamentals of suture 
dependability remain unchanged. 

Sutures still should be not only easy to 
handle but correct in every phase of be¬ 
havior. No single feature nor point of 
merit can accomplish this ... it demands 
a combination of various qualities. 

Therefore, in every new product and in 
every development by our scientific staff 


the first concern is u proper ratio of vital 
characteristics. 

The special feature of each product is 
developed to the highest degree, but always 
with due regard to other qualities equally 
essential to correct function. 

This policy, which involves the annual 
consumption of more thnn 250,000 tubes 
in experimental work and tests, gives as¬ 
surance that D & G Sutures invariably pos. 
sess the correct balance of qualities* 


Ti&G 
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DAVIS & GF.CK, INC. - • BROOKLYN, NEW YORK, U. S. 
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A CORDIAL WELCOME 

At the Kny-Scheercr booth will await every surgeon 
attending the International Surgeons Convention. 

Many new instruments, both in stainless and chrome, 
will be shown. 

A moving picture will illustrate operations by Dr. Fred 
II. Albee, using his T’.one Mill, and its latest appliances. 

Experienced instrument men will be there to answer all 
finest ions. 

Our fifty years record of service to surgeons will be 
maintained by a high conception of responsibility. 

WE P.EEIEVE THAT A SURGEON'S WORK IS 
THE HIGHEST FORM OF DUTY. 

We also consider it our duty to assist them in their ad¬ 
vancement in the science of surgery. 

GIVE US THE OPPORTUNITY TO MEET YOU. 

KNY-SCHEERER CORPORATION 

(THE QUALITY HOUSE) 

21-09 Fiorden Avenue. Long Island City, N. Y. 
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THAT TtLL TH£ STORY 


CLARITY— NEO-IOPAX* produces clear urograms which 
tell a diagnostic story in bringing our even minute details of 
kidney, ureter, and bladder. 

CONVENIENCE—Clear pictures have been obtained with 
NEO-IOPAX 5 minutes after injection, although the usual 
time is somewhat longer. One film is often sufficient for 
diagnosis of ordinary cases. This is a convenience to patient 
and doctor. 


. . . is available in 20 cc., 
ampules . . . Boxes of 1, 
clinical packages of 5, 
hospital packages of 20. 

For children, 10 cc. 
ampules in boxes of 5 
and 20. 


ECONOMY—Only 20 cc. of a solution containing 15 grams 
of NEO-IOPAX is adequate for routine urograms. It is 
usually -well tolerated. 


• llCQ. U.S. Put. OjJ. 


Copyright 1939. Sobering Corp. 
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The Dawn of a New Day 


The acceptance of Prostigmin preparations by the Council on Pharmacy and Chemistry 
lias stimulated widespread interest in the use of Prostigmin Methylsulfate 1:4000 as a 
routine measure for the prevention of postoperative distention. Thus, for many a surgical 
patient, the postoperative course has been free from distention and even minor gas-pains. 

Ccedasian /ran it study cj 175 cnsrs. “We have found in Prostigmin a very satisfactory method 
of controlling postoperative distention. No signs of drug intoxication were seen, nor were by- 
effects on the eye observed. There was no obvious evidence of hyperperistalsis and no complaints 
of excessive cramps." Hargcr and Wilkcy, "Management of Postoperative Distention and Ileus," 
J.A.M. A., 1938, 110:1165-1168. * * * ‘PROSTIGMIN METHYLSULFATE 1:4000 (Prostigmin Pro- 
ph\ lactic) 1 cc, boxes of 12 and 100 ampuls, blue label. For the prevention of postoperative 
distention. * * * PROSTICMIN METHYLSULFATE 1:2000 (Prostigmin Regular) 1 cc, boxes of 12 
and 50 ampuls, buff label. For the treatment of postoperative distention and of myasthenia 
gravis. *** tP rostigmin Bromide (Prostigmin Oral) Tablets, 15 mg., vials of 20. For the 
era! treatment of myasthenia gravis. HOFFMANN-LA ROCHE, Inc. • Roche Park • Nutlcy, N. J. 
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GENERAL INFORMATION 


T HE Journal of the Interna¬ 
tional College of Surgeons is 
published for the time being 
under the auspices of the United 
States Chapter of the International 
College of Surgeons, for the advance¬ 
ment of surgery and as a medium of 
publication for reports of research, 
clinical observations ant! experimen¬ 
tal work in surgery, as well as to ac¬ 
quaint members of the International 
College of Surgeons throughout the 
world of its activities. 

Ownership: The Journal of the 
International College of Surgeons is 
a nonprofit publication owned and 
published by the United States Chap¬ 
ter. 

Material: Scientific articles and 
communications on matters of surgi¬ 
cal and related interests are invited. 
These must be submitted to the Edi¬ 
torial Board, which reserves the right 
to reject any material deemed unsatis¬ 
factory. All manuscripts arc subject 
to editorial modification. 

Scientific Papers: The publication 
of scientific papers in the Journal 
is not limited to the Members and 
Fellows. Any surgeon may submit 
original contributions, which will be 
considered by the Editorial Board for 
acceptance. Thus, while the Jour¬ 
nal is the official organ of the Intcr- 
■ national College of Surgeons, it is 
also an open forum for the expression 
of contemporary surgical advance¬ 
ment, thought and research. There is 
no discrimination as to those who 
may submit original papers; it is the 
scientific value of the contribution 
that determines its acceptability for 
publication. 

Article I, Section V, of the Consti¬ 
tution of the College reads: 

“It is strictly non-sectarian and 
non-political: it is decidedly against 


arbitrary restriction of merit and is 
free from prejudices, and will recog¬ 
nize the SURGEON and his accom¬ 
plishments, and will not be influenced 
by his financial, political and other 
irrelevant status.” 

Exclusive Publication: Original ar¬ 
ticles are accepted with the under¬ 
standing that they are contributed 
only to the Journal of the Interna¬ 
tional College of Surgeons. 

Manuscripts: All correspondence 
relating to the submission, accept¬ 
ance, rejection or publication of man¬ 
uscripts, as well as books and mono¬ 
graphs for review, programs and re¬ 
ports of proceedings of societies and 
general communications should be ad¬ 
dressed to the Editorial Office, S50 
West Irving Park Boulevard, Chi¬ 
cago, Ill., U. S. A. Except where spe¬ 
cial arrangements are made, return 
first-class postage must accompany 
manuscripts. Otherwise this office 
cannot be held responsible for the 
material sent. 

All manuscripts must be typed, 
double-spaced, on one side of stand¬ 
ard manuscript sheets; the left mar¬ 
gin should be 1JA inches in width to 
permit proper editing. Manuscripts 
should bear the address of the author. 
No manuscript will be accepted for 
publication without consideration by 
the Editor-in-Chicf and the approval 
of the Editorial Board. 

Two carbon copies should accom¬ 
pany the original paper. A summary 
must be given at the end of the ar¬ 
ticle. 

Contributions in a foreign language 
should be sent to Prof. Rudolf Nisscn, 

Divanyolu, 105. O—. 

Turkey. 

Anonymous con 
and all sorts will nc 
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tile iiacK. witn tnc mfe oi me amcie. 
ami the top of the picture should he 
indicated, (flossy paper produces the 
best halftones. Charts drawn tor re¬ 
production should he made in black 
India ink: legends should be type¬ 
written at the end of the manuscript. 

Zinc etchings and halftones will be 
supplied when the original illustra¬ 
tions warrant reproduction and when 
their number is not considered exces¬ 
sive i not over six). For color plates, 
elaborate tables, etc., special arrange¬ 
ments should be made by the author 
with the editorial office. 

The bibliography should follow the 
style of the Quarterly Cumulative In¬ 
dex Medicus of the American Medi¬ 
cal Association .and should contain 
the name of the author, title of the 
article, name of the periodical, vol¬ 
ume. page, month, day. if published 
weekly, and year. 

Business Correspondence; Adver¬ 
tising Matter; Reprints: All com¬ 
munications concerned with general 
business matters, changes in address, 
advertising, reprints, subscriptions, 
etc., are to be sent to the Business 
( tfiioe of the Journal of the Interna¬ 
tional College of Surgeons. 342 Madison 
Ave.. New York City. 

Advertisements: Only preparations 
approved by the Council on Phar- 
rnaev and Chcmistrv of the American 


For information about membership 
in the International College of Sur¬ 
geons and other matters pertaining 
thereto, address Dr. Edward Frankel, 
Jr.. Executive Secretary, 217 East 
Seventeenth St.. New York City. 

Membership fees and dues for the 
United States Chapter shall be made 
payable to the United States Chapter 
of the International College of Sur¬ 
geons and sent to Dr. Benjamin I. 
Golden. Golden Clinic. Elkins, W. Ya. 

Subscription: The Journal will be 
published every two months. Sub¬ 
scription rates are per annum, net 
prepaid, $6.00 (U. S. A. funds) in the 
United States, its possessions and 
Canada. The rate for foreign coun¬ 
tries is $7.00 (U. S. A. funds), net pre¬ 
paid. Checks, drafts and money or¬ 
ders should be drawn to the order of 
Journal of the International Col¬ 
lege of Surgeons. Unless the sub¬ 
scriber definitely requests, in writing, 
discontinuation after the expiration 
of annual subscription, it is assumed 
he still desires to receive the Journal, 
and he will be billed for the succeed¬ 
ing volumes. 

Members, Fellows and officers of 
the International College of Surgeons 
and chapters do not pay additional 
subscription fees for the Journal.' 
These are included in the annual dues. 
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THE IMPORTANCE OF PATENTS 

AND COPYRIGHTS TO THE . 

SURGICAL PROFESSION 

HEN the founders of America 
drafted the Constitution they re¬ 
alized that in order to promote 
the progress of science and the useful 
arts it would be necessary to secure for 
limited times to authors and inventors 
the exclusive right to their writings and 
their discoveries (Article 1, Section 8. of 
the Constitution of the United States of 
America). 

Since 1934 the American Association 
for the Advancement of Science has 
been studying the effect of medical in¬ 
ventions being- patented. A. G. Con¬ 
nelly, of Wilmington, Del., an expert on 
patent law (Science 86:384, 193") is 
convinced that the true position in this 
controversy, from the standpoint of both 
the medical profession and the general 
public is "That it is unethical not to pat¬ 
ent medical inventions" and shows: (a) 
Even though the inventor refrains from 
patenting his invention he does not nec¬ 
essarily prevent others from patenting 
it. (h) If a patent is obtained by others 
it may be developed in a manner which 
is detrimental to the public, and in any 
event such development depends upon 
the discretion of another, (r) If the 
invention is not patented there can be 
very little control over the quality of the 
product, and over the price at which it 
is offered to the public. 

The House of Delegates of the Amer¬ 
ican Medical Association adopted the 
following resolution in June 1914: 

"Resolved. That the Board of Trus¬ 
tees of the American Medical A‘ 


tion shall be permitted to accept at their 
discretion patents for medical and surgi¬ 
cal instruments and appliances and to 
keep these patents as Trustees for the 
benefit of the profession and the public, 
provided that neither the American 
Medical Association nor the patentee 
shall receive remuneration from these 
patents.” 

Dr. Morris Fishbein has suggested 
the development of a central organiza¬ 
tion capable of administrating medical 
patents for the benefit of the public. 
Such a central body might also set up 
requirements for clinical research in 
connection with the development of new 
products (J. A. d/. A. 109:1539-1543 
[Nov. 6] 193/). 

The Engineers Society of Milwaukee 
has made a special studv of the effect 
of McFarlane Bills FI. R. 9259 and II. 
R. 1006S, Cannery Bill FI. R. 9S15. 
O'Malley Bill H. R. 1666, and Randolph 
Bill H. R. 7939, which would compel a 
patentee to license his patent any time 
after three years from the date of grant¬ 
ing—on scientific research, and they arc 
unanimous in their opinion that any 
such change in the law would seriously 
reduce the funds allotted to research 
(Ball. 1. D.: Milwaukee F.n^iuccrin" 
1S:7-S, 193S). 

We in surgery, who arc working 
daily with instruments and appliances 
which are patented, realize that the time 
and expense has been great in develop¬ 
ing the science of surgery to its present 
position and are jealous of the institu¬ 
tions with large endowments received 
directly or indirectly from patent royal¬ 
ties which permit unlimited, t’ , 
tal resources. 






ANNOUNCEMENTS 


INTERNATIONAL ASSEMBLY 
OF THE INTERNATIONAL 
COLLEGE OF SURGEONS 

The international assembly of the In¬ 
ternational College of Surgeons will he 
held in Xew York City. May 21 to 25. 
under the presidency of Dr. Andre 
Crotti and general executive chairman¬ 
ship of ])r. F.dward Frankel. Jr., with 
headquarters at the Roosevelt Hotel. 

Committee on Scientific Program: 
Dr. Fred 11. Albee. Chairman: Dr. Wil¬ 
liam Seaman Bainbridgc, Vice Chair¬ 
man: Dr. Charles I T. Arnold. Secretarv: 
Drs. IT. R.rooke Bland. Walter E. Dandy 
and Duncan Macpherson. 

There will he scientific and commer¬ 
cial exhibits. 

For information address Dr. Edward 
Frankel, Jr.. 217 East Seventeenth St.. 
Xew York, X. Y. 

AWARDS 

As previously announced ( Transac¬ 
tions of the International College of 
Surgeons. 1:104 (July) 1938), the 
United States Chapter of the Interna¬ 
tional College of Surgeons will award 
prizes for the best original study in 


thoracic surgery, in neurosurgery, and 
in otolaryngologic surgery. The prize 
for thoracic surgery will be $500; the 
prizes for neurosurgery and for otolaryn¬ 
gologic surgery will be each a diploma of 
merit. 

CHANGE OF NAME 

The TRANSACTIONS OF THE 
INTERNATIONAL COLLEGE OF 
SURGEONS will hereafter be known 
as the TOURNAL OF THE INTER¬ 
NATIONAL COLLEGE OF SUR¬ 
GEONS. It is felt that the latter title 
is more significant of the true character 
of the publication, which does not con¬ 
fine itself to reporting activities of the 
College but is concerned with the field 
of surgery in its widest sense. 

FREQUENCY OF “JOURNAL” 
AUGMENTED 

The editors and executive council are 
pleased to announce that beginning with 
this issue the JOURNAL will appear 
every two months instead of quarterly. 
This is the result of the warm reception 
the JOURNAL has received. It is 
hoped that eventually it will become a 
monthly publication. 
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FOR INFORMATION ABOUT ASSOCIATE MEMBERSHIP, MEMBERSHIP 
AND FELLOWSHIP ADDRESS DR. EDWARD FRANKEL, JR., 
EXECUTIVE SECRETARY OF THE UNITED STATES CHAPTER 
OF THE INTERNATIONAL COLLEGE OF SURGEONS, 

217 EAST SEVENTEENTH ST., NEW YORK CITY 



LESIONS OF THE CRANIAL NERVES 

DIAGNOSIS AND TREATMENT* 

WALTER E. DANDY, M.D., F.A.C.S. 

BALTIMORE 


T HERE are several pains which 
may', but should not, be confused 
with trigeminal neuralgia, and it is 
of the utmost importance that no mis¬ 
take be made in the differential diag¬ 
nosis. There is a pain which occurs in 
one tiny spot at some point in the face 
and is there at all times—twenty-four 
hours of the day. It never radiates and 
never spreads. That pain, because it is 
in one spot, is called topalgia. This is, 
as one should readily realize, a func¬ 
tional or psychogenic pain, because 
there is no organic pain referable to a 
nerve that can be confined to one spot 
all the time. 

This pain is particularly distressing 
because it is constant and there is no 
possible surgical relief. The great mis¬ 
take is to assume that because the cause 
of the pain is not known various at¬ 
tempts may be justified to cure it by 
pulling teeth, injecting nerves and oper¬ 
ating on sinuses. And as is true with 
all psychogenic individuals, everything 
that is done to the patient makes him 
worse. 

A second type of pain is also func¬ 
tional but is more difficult to diagnose 
because it is not so localized. This pain 
radiates beyond the domain of the fifth 
nerve. From an anatomic point of view 
it is obvious that it cannot be an or¬ 
ganic pain. The pain radiates over one 
side of the face, spreads frequently to 
the other side of the face, and radiates 
down the neck, the shoulder and the 
back of the head. When a pain becomes 
diffuse and is not confined to an area of 
distribution of a nerve or of its neigh¬ 
boring branches through which it may 

* Read at the Second Annual Assembly of the 
of Surgeons, Oct 13, 1938. 


communicate, that pain can be only 
functional. Again, the great mistake of 
assuming that the pain must be organic 
and of operating on these patients must 
be emphasized. 

Both these patients and those with the 
topalgic pain, usually show the stigmas 
of a psychogenic individual They sleep 
poorly, have nightmares, and do not 
wish to associate with people, prefering 
to remain alone. They covet sympathy. 
They have weeping spells and not infre¬ 
quently give a history of repeated ner¬ 
vous breakdowns. The pain must be 
judged on an anatomic basis, and on 
that basis one will not make the mistake 
of operating on these patients. 

On the other hand, it is always a mis¬ 
take to assume that a pain is functional 
until one is very certain that it cannot 
be organic. Organic pain should lie the 
last and not the first diagnosis. At least 
no harm is done by assuming that the 
pain is functional. However, if the 
physician assumes that a functional pain 
is organic, allied perhaps to trigeminal 
neuralgia, and then cuts the fifth nerve 
and permanently paralyzes the sensory 
functions of the face, the patient in 
addition has the numbness for which he 
will not forgive the physician. It is bad 
to err on cither side, but at least one 
should not err on the side of operating 
and leaving the patient with permanent 
sequelae. 

SYMPATHETIC NEURALGIA 

There is another common pain in the 
face, i. e., sympathetic neuralgia, so 
called because it has the stigmas refer¬ 
able to the sympathetic nervous system. 

United Stale* Chapter of the International Colfr^i 
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without warning, the pain comes on 
anew. It lias for many years been re¬ 
garded as idiopathic, but there is a 
definite underlying gross cause for it. 
I should like to emphasize a few points 
concerning this pain, because it has a 
direct bearing on treatment. It is a 
pain that nearly always comes after the 
age of 25 and usually after the age of 
30, but it may occur earlier (I have seen 
instances in patients as young as 15 
years). It is. therefore, a disease of 
later life. It never is cured spontane¬ 
ously ; that is understandable because of 
the underlying causes. The pain will be 
there to the end of one’s life. There 
may be remissions for months or even 
for a year or more, but there will be 
recurrences: this fact dictates the form 
of treatment that should be utilized. 

This pain is never due to an infected 
tooth, infected nasal sinuses or a focal 
infection elsewhere in the system. 
These facts have an important bearing, 
too. on the treatment, because so many 
patients with this terrific pain (and it 
is one of the worst of all pains) are 
treated by removal of teeth, and many 
have lost all their teeth in a futile effort 
to find a cure. Again and again tliev 
are operated on for presumed sinus in¬ 
fections, perhaps in the hope that a 
focus of infection will be uncovered; but 
such treatment can accomplish nothing, 
because the underlying cause is never 
peripheral. A peripheral lesion along 
the sensory branch of the nerve can 
never produce a paroxysmal pain. A 
paroxysmal pain always means that the 
upper neuron that is between the gan¬ 
glion of the nerve and the brain stem 
is affected, and only a lesion there can 
cause such pain. This is known by 
analyzing brain tumors. Tf one con¬ 
siders the tumors occurring along the 
course of the fifth nerve, there being 
many of them, one will find that there 
is never one with a lesion on the peri¬ 
pheral branch of the nerve; there is 
never one at the gasserian ganglion. 
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Always the tumor is on the sensory root 
of the fifth nerve! 

If this fact is appreciated, unneces¬ 
sary peripheral treatments are avoided. 
And if one realises that the pain is 
never cured spontaneously, one con¬ 
cludes that the only sensible form of 
treatment is one that will produce a 
permanent cure and not one that will 
give only a transient period of relief. 

There are, as is known, two forms of 
treatment for this pain: (1) injection or 
section of the nerve peripherally and 
(2) operation at the sensory root or 
gasserian ganglion. If the nerve is in¬ 
jected peripherally, relief is obtained for 
a year or eighteen months (if the injec¬ 
tion is a good one). This procedure, 
therefore, must be repeated on each re¬ 
turn of pain throughout the patient’s 
life. By section of the sensory root of 
the fifth nerve a permanent cure is pro¬ 
duced. 

The treatment of trigeminal neuralgia 
was first introduced by Krause, of 
Berlin, in 1893, at which time the gas¬ 
serian ganglion was removed. The 
results of that treatment have been im¬ 
proved on from year to year until it has 
become a safe and effective procedure. 
The mortality is now about 0.5 per cent. 

But there are still many liabilities in 
the wake of this operative procedure as 
performed by modifications of Krause’s 
temporal route. First, there is the so- 
called keratitis, which occurs in a high 
percentage of cases. Within twenty- 
four or forty-eight hours after the 
operation the eye becomes red, lustcr- 
less and dry. When this occurs it means 
that keratitis is developing. Once 
keratitis develops the patient from that 
time on throughout his life is subject to 
repeated attacks of similar character, 
and each attack keeps him an invalid 
for several days, or even weeks. Fre¬ 
quently the keratitis progresses, and if 
not properly treated produces perfora¬ 
tion and loss of the eyeball. Many eves 
have been lost in this way. The per¬ 


centage is less with the best of surgical 
skill, but this condition is always a very 
serious liability. Nevertheless, it is a 
price the patient is willing to pay in or¬ 
der to be liberated from such a terrible 
pain. The next liability is loss of the 
motor division of the nerve in a high 
percentage of cases. From this loss the 
jaw deviates to one side and the teeth 
do not approximate on mastication. If 
the patient subsequently develops bi¬ 
lateral trigeminal neuralgia, which oc¬ 
curs in about 2 to 5 per cent of the cases, 
the second side cannot be operated on, 
because if both motor branches were lost 
swallowing would not be possible. A 
third liability of this operation is facial 
paralysis, which occurs in perhaps 10 
per cent of the cases. In most instances 
there is partial recovery of function, 
but in some there is none. The paralysis 
is due to injury of the geniculate gan¬ 
glion either directly or through tearing 
the superficial petrosal nerves out of the 
ganglion as the dura is stripped from 
the petrous temporal bone. And a 
fourth liability is that ever)- now and 
then, from an extradural hemorrhage, 
epilepsy follows in the wake, and once 
epilepsy begins it is uncurable. 

A few years ago, in developing an 
operation for the removal of acoustic 
tumors (cerebellar exposure) the sen¬ 
sory root of the fifth nerve was seen to 
be fully exposed. Why could not the 
nerve be divided at that point in patients 
with tic douloureux? It was tried and 
found much easier technically. After 
the cerebellum was elevated, the nerve 
was at once exposed without any inter¬ 
mediate bleeding. At first there ap¬ 
peared to be no reason to believe that 
division of the nerve at that point would 
have any advantage other than sim¬ 
plicity of performance over the division 
of the nerve bv the temporal route. 
But as time went on and cases multi¬ 
plied, it was found that all the liabilities 
that occurred with division by the tem¬ 
poral route were avoided. 
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operative trauma to the gasserian 
ganglion: i. e.. it was <a trophic keratitis. 
It required only an instant to divide the 
nerve as exposed under the cerebellum, 
whereas by the temporal route one was 
constantly and over a lone: period pack¬ 
ing bleeding vessels and thus traumatiz¬ 
ing:' the gasserian ganglion and the 
sensory root. This trauma produced 
the keratitis. The avoidance of keratitis 
is alone a threat advantage. 

Then. too. the motor root of the 
nerve was never injured by such divi¬ 
sion. because it is quite a distance from 
tile sensory root in the posterior cranial 
fossa. Therefore, in cases of bilateral 
tic douloureux one could divide both 
null nerves land at a single operation) 


nerve. And one never caused epilepsy, 
because epilepsy is always due to a 
lesion in the cerebral hemisphere (never 
the cerebellum), and therefore only 
trauma to the cerebral hemisphere can 
produce it. As time went on I found 
that all the liabilities of the old operative 
procedure were avoided and at no addi¬ 
tional risk (llg. 1). 

Many years ago, at the suggestion of 
Spiller. of Philadelphia, fractional divi¬ 
sion of the nerve was introduced and 
appeared to he a distinct advance. One 
could often divide only part of the 
sensory root and still cure the pain. It 
was just as easy to divide the root 
partially in the posterior approach 
under the cerebellum. But there is al- 
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the pain appears in the later part of 
life, when the artery hardens from 
sclerosis (tig. 3). 

GLOSSOPHARYNGEAL NEURALGIA 

Glossopharyngeal neuralgia is closely 
akin to trigeminal neuralgia. It is, of 
course, referable to the ninth nerve. 
The pain is similar to trigeminal neu¬ 
ralgia in that it is paroxysmal. Since 
it is paroxysmal, the cause is referred 
to the sensory root of the nerve, not to 
its peripheral branch The pain is 
located in the back of the throat, in the 
region of the tonsil and the back of the 
tongue. It is a particularly devastating 
pain, because the patient cannot swallow 
without inducing it. Patients with this 
pain are apt to assume a characteristic 
posture, in which the head is bent for¬ 


ward and downward away from the side 
of the pain. They are trying to get the 
head in such a position that the saliva 
will drool out and away from the trigger 
zone. This dreadful pain is much less 
frequent than trigeminal neuralgia, but 
is common enough. And it. too, is 
simply cured by cutting the ninth nerve 
intracranially, the same operative ap¬ 
proach being used as for the attack on 
the fifth nerve. 

CARCINOMA OP THE MOUTH AND TONGUE 

Carcinoma of the tongue frequently 
! involves the peripheral distributions of 
both the fifth and the ninth nerve. It is 
usually a very painful lesion, preventing 
eating and causing rapid loss of weight. 
Since it is incurable, the procedure of 
choice is alcoholic injection of the third 
j branch of the fifth nerve, as long as the 
pain is solely from the fifth nerve. But 
when the pain is in the distribution of 
the ninth nerve, injection will be of no 
avail, as it is not possible to iniect the 
ninth nerve peripherally. 

The patient, of course, is in constant 
torture with the ulceration in the 
mouth and the sensory endings painful 
at all times. One can stop the pain 
permanently, as long as it is one-sided, 
by dividing both the fifth and the ninth 
nerves intracranially, and it only takes 
an instant longer to divide the two than 
it does the one. This can be done 
simply; one can cocainize the sensory 
roots of these nerves before dividing 
them, thus rendering them painless. 

There are not many procedures that 
offer greater relief of pain for patients 
with carcinoma of the mouth or tongue. 

MENIERE’S DISEASE 

I have heard it said, “I do not think 
there is such a disease as Meniere’s 
disease.” On the contrary, it is one of 
the most common diseases, as common 
as trigeminal neuralgia. As so often 
happens when one does not understand 
a svndrome, one does not see it. But 
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if one cultivates that field intensively, 
cast", begin to accumulate: instead of 
being a rare lesion, Meniere's disease 
is found to occur with great frequency. 



T*’jc 4 Typical audiogram of a patient with uni¬ 
lateral Meniere's disease, showing norma! hearing in 
otn- ear and reduced hearing in the other 


It is, too. one of the simplest diseases 
to cure and to cure with no residual 
effects. It is one of the easiest syn¬ 
dromes to recognize. There occur sud¬ 
den attacks of terrific dizziness in which 
objects appear to whirl or move, ft is 
a paroxysmal disturbance like trigemi¬ 
nal neuralgia, but it is a disturbance of 
the function of the eighth nerve and is. 
therefore, concerned with equilibrium 
or its human counterpart, the visual 
disturbance of moving objects, A pa¬ 
tient. perfectly normal in every other 
way, suddenly has an attack of terrific 
dizziness. This lasts for a few minutes, 
more frequently a few hours, sometimes 
days, and then passes off. The patient 
is well again until the next attack. I.ike 
tic douloureux, these attacks never stop 
spontaneously. Xor are these attacks 
ever due to a middle car infection, just 
as trigeminal neuralgia is never due to 
an infection of the paranasal sinuses or 
teeth. 

Meniere's disease is a series of these 
recurring attacks of dizziness, but that 
dizziness has one characteristic which 
is absolute—objects appear to rotate or 
move. It is entirely unlike suoonv diz¬ 
ziness. because it is referable to the 
eighth nerve, which is in conjunction 


with the semicircular canals. In addi¬ 
tion to these recurring attacks of dizzi¬ 
ness. there are usually nausea and 



leaves the auditor} branch intact or practical!) so. 

vomiting, and nearly always tinnitus in 
one ear, and that ear is subtotal!)- deaf 
(fig. 4). The syndrome, therefore, is 
dizzy attacks grafted on a subtotal!)’ 



Fjg fj Photograph <ho«mg *-car resulting from 
operation for tnpcminul ncuratoa. glo-sophan-nstcal 
nniralpia, carcinoma of the tongue or Mcmcrc’* 
disea«e 

deaf car, with tinnitus in that ear and 
usually nausea and vomiting. 

There is only one other condition that 
can give this picture: that is pseiido- 
McniereV disease, which is exact! '■ 
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Meniere's disease except that there is The tre-omen: •••r Meniere > disease 
no disturbance of hearing: on either side, i' division <>! :!•> • :_:hih nerve, either 
It is then not possible to tell to which partial «>r t"t d i' ’’ <• eighth nerve is 



Fig. 7. Drawings illustrating the operation for torticollis. The first, the second, the third and some¬ 
times the fourth motor branches are divided intraspinally, and immediately following this the spinal 
accessory nerves are divided in the neck. 

ear the attacks are referred. There are totally divided, complete deafness will 
nausea and vomiting:, but no tinnitus, result on the side of division, but the 
Meniere's disease is usually unilateral, hearing is usually of little practical 
but sooner or later in 10 per cent of value. In recent years I have in 
the cases it may become bilateral. many cases been dividing only the 
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vestibular branch of the nerve, leav¬ 
ing the cochlear branch intact so 
that no hearing is lost (fig. 5). I 
have found that over half of the cochlear 
branch of the nerve can be divided with¬ 
out any loss of hearing. If the patient 
has bilateral Meniere’s disease or 
pseudo-Meniere's disease, all hearing 
should be preserved. Bilateral partial 
section of the nerve will then effect a 
cure. This can be done at a single 
operation. If there is any doubt as to 
whether the condition is unilateral or 
bilateral, it should always be assumed 
that it is unilateral, and the vestibular 
branch on one side only should be sec¬ 
tioned. The vestibular branch on the 
other side can be divided later if the 
dizzy attacks continue. But with both 
vestibular branches divided there is' 
never dizziness again. 

It is interesting that patients without 
the vestibular nerves cannot become sea¬ 
sick. Of course, bilateral division is re¬ 
served only for those in whom the 
attacks are severe enough to demand 
surgical treatment. Given a strictly 
unilateral form, the patient can be as¬ 
sured that there will be no more at¬ 
tacks of dizziness unless the nerve on 
the other side subsequently becomes in¬ 
volved. 

COMMENT 

All the cranial nerves concerned with 
the aforementioned disturbances are in 
the posterior cranial fossa and are 
reached by the same operative pro¬ 
cedure. All of these procedures arc the 
outgrowth of operative attack on 
acoustic tumors which for so many 
vears were incurable, but now are re¬ 
movable with little risk (fig. G). 

..I?v5'i 

SPASTIC TORTICOI.MS 

All physicians have seen patients 
with spastic torticollis, in whom the neck 
is rigid, twisted, and pulled far over to 
one side. The cause is entirely un¬ 
known. The cure is produced by divid¬ 


ing both spinal accessory nerves plus 
the first, second, third and sometimes 
the fourth cervical motor roots intra- 
spinally (fig. 7). The cervical motor 
nerves are sectioned through a high 
cervical laminectomy incision. The 
spinal accessory nerves are divided 
peripherally in the neck. 

The first cure of this baffling condi¬ 
tion was introduced by Dr. Finney, of 
Baltimore, who divided all the nerves 
peripherally in the neck. He stripped 
all the muscles and the nerves from the 
cervical spine. Other attempts before 
that had been unilateral procedures of 
various types, all of which were useless. 
Dr. Finney’s end-results are now accom¬ 
plished much more simply and easily by 
dividing these nerves intraspinally. 

SUMMARY 

A remarkable group of lesions are 
described, all curable with almost no 
mortality and with few and no serious 
residual effects. 

Sympathetic neuralgia is cured by 
removing the stellate ganglion in the 
neck. Trigeminal neuralgia is relieved 
bv dividing the sensory root of the fifth 
nerve through a posterior intracranial 
incision, thus avoiding the liabilities 
accompanying removal of the gasserian 
ganglion. Glossopharyngeal neuralgia 
is cured by cutting the ninth nerve. The 
pain due to carcinoma of the mouth or 
tongue is aided by division of both the 
fifth and the ninth nerves; this must be 
unilateral. The treatment of Meniere’s 
disease is partial or total division of the 
eighth nerve, also through the posterior 
intracranial approach. 

RESUME 

Lesions dcs nerfs cranicns ; 

Un groupc remnrquable de lesions 
cst deceit, toules curables. av<- tine 
faible mortalite et avee peu d“ 
graves. La mivralgie 
cst gnerie par (’ablation 
stellaire du cou. La A , 
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jumeau est soulagee par la division dc 
la racine sensitive du cincjuieme ncrf. 
effectuee par une incision posterieure 
intra-cranienne; ainsi on evite l'enleve- 
ment du ganglion de Gasser. ()n pent 
guerir la nevralgie du nerf glosso- 
pharyngien par la section dc ce nerl. 
La douleur due a un carcinome de la 
bouclie ou de la langue est soulagee par 
la division du cincjuieme et du neuvienne 
nerf; cette division doit etre unilaterale. 
Le traitement de la maladie de Meniere 
demande la division parlielle ou totale 
du huitieme nerf. Cette division sera 
aussi effectuee par la voie posterieure 
intra-cranienne. 

ZUSAMMENFASSUNT. 

Erkrankungen dcr Him nerven 

Der Autor beschreibt eine beachtlichc 
Anzahl von Hirnnervenerkrankungcn, 
die fast ohne Todesfalle gebeilt wurden 
und nur geringe und leichte Spuren hin- 
terliessen. Sympathischen Neuralgic 
wird gebeilt durch Exstirpation des 
Ganglion stellatum am Hals. Besser- 
ung der Trigeminusneuralgie wire! er- 
zielt durch Durcbtrennung der sensiblen 
VVurzel des V. Nerven mittels eines hin- 
teren intracraniellen Schnittes, ein Ver- 
fabren, vermittels dessen man die 
Schwierigkeiten, die an eine Entfernung 
des Ganglion Gasseri gebunden sind, 
vermeiden kann. Glossopharyngeus- 
neuralgie wird behandelt durch Durcb¬ 
trennung des IX. Nerven. Schmerzen 
verursaebt durch Karzinom der Zunge 
oder der Mundbdble werden erleichtert 
durch einseitige Durcbtrennung der 
Nerven A 7 ' und IX. Behandlung der 
Meniereschen Erkrankung besteht in 
einer teilweisen oder totalen Durcbtren¬ 
nung des VIII. Nerven, ebenfalls mit¬ 
tels des hinteren intrakraniellen Ver- 
falirens. 


sr\i \i;m 

Lesion dc Ins nervios cmninlcs 

I n grupo considerable 1 dc lesioncs, 
todas curables cum "in mortalidad y con 
pocos v no se-rios rUrlos residualcs es 
descrito. 

La neuralgia sinipalica >e cura con la 
extirpaeibn del ganglio estrellado 
(ganglio inferior del cuelloi. La neu¬ 
ralgia tiigeminal se ali\ia con la sec- 
cidn de la raiz sensitiva del quinto ner- 
vio a travez de una incision intracraneal 
posterior, y de esia manera »e e-vitan las 
dificultades <[lie acompanan le exlirpa- 
cidn del ganglio de Gasser. La neural¬ 
gia glosofaringeal se cura por la seccidn 
del nervio uoveno. El dolor debido al 
carcinoma de la boca o de la lengua es 
ayudado por la seccidn de los nervios 
(|uinto y noveno; esta debe ser unilat¬ 
eral. El tratamiento de la enfermedad 
de Meniere es la division total o parcial 
del octavo nervio. tambien a travez de 
la via intracraneal posterior. 

RIASSUXTO 

Lcsioni dci nerri cranin' 

Un gruppo importante di lcsioni di 
nervi cranici vienc riportato; lesioni 
tutte guaribili senza (juasi mortalita e 
con poebi e leggeri elTetti residuali. 

La nevralgia del simpatico vienc 
guarita con la remozione del ganglio 
stellato nel collo. La nevralgia "del 
trigemino e alleviata con la recisione del 
ramo sensorio del V, attaverso una inci- 
sione intracranialc posteriore, evitando 
cosi i pericoli cbe accompagnano la 
remozione del ganglio di Gasser. La 
nevralgia del n. glossofaringeo e curata 
con la recisione del IX. II dolore dovuto 
a carcinoma della bocca o della lingua e 
alleviato dalla recisione de V e del IX 
(deve perb essere unilaterale). II trat- 
tamento della Malatta di Meniere con- 
siste nella divisionc parzialc o totale 
dell’ VIII, per via inlracranica pos- 
teriorc. 



SUBCAPITAL FRACTURES OF THE HIP 

Wily no NOT THESE UNITE AS OTHER ntACTUKCSr* 
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I T is ill)- belief that because of inade¬ 
quate blood supply the treatment of 
subcapital fracture of the neck of 
the femur is a special problem differ¬ 
ing from that of all other fractures. 
The prognosis as to union is the most 
unfavorable of that for all fractures — 
so unfavorable that Dr. Kellogg Speed 
in his oration on fractures before the 
Boston (1934) congress of the Amer¬ 
ican College of Surgeons designated 
tins fracture as unsolved. Dr. Speed’s 
pessimistic attitude is amply borne out 
by a study of available statistics, some 
of which are as follows: 

The British Commission on Fractures 
reported 22 per cent cases of union in 
all types of treatment of fractures of 
the central portion of the neck of the 
femur. In 1929 and 1930 a committee 
of the American Orthopedic Association 
studied this problem, making a survey 
of certain clinics in which as low a figure 
as 30 per cent cases of union was 
claimed. Within a year two hospitals 
in New York announced statistics 
showing 38 per cent cases of union, 
while a third hospital reported 46 per 
cent cases. All three hospitals reported 
20 per cent cases of aseptic necrosis of 
the head of the femur in those cases in 
which union occurred, which was so 
marked that tire condition simulated 
osteo-artliritis with flattening and 
mushrooming, and with symptoms so 
acute that in most cases arthrodesis of 
the joint was necessitated. 

Tiie cause of this unfortunate con¬ 
dition is undoubtedly inadequate blood 
supply to the femoral head. The crux 
of the situation is that many surgeons 


have failed to recognize the fact that a 
subcapital fracture of the hip is a dif¬ 
ferent problem from that of other frac¬ 
tures, and have assumed that mere 
reduction and mechanical maintenance 
of the fragments in position were ail 
that was required. For nearly twenty 
years, I 1 have contended that there were 
other factors entering into this particu¬ 
lar fracture problem. A survey reveals 
an unusual situation, the importance of 
which, strange to say, has never been 
appreciated, especially when it is con¬ 
sidered that success or failure of treat¬ 
ment depends on the recognition and 
overcoming of the difficulties disclosed. 
The capsule of the hip joint is attached 
to the neck of the femur obliquely and 
close to the base of the neck, and there¬ 
fore a subcapital or central fracture of 
the neck of the femur is completely 
intra-articular (fig. 1). ff it is com¬ 
pletely intra-articular, with the resultant 
rupture of the retinacula all possible 
sources of blood supply to the head 
fragment from the trochanter region of 
the femur or its immediate neighbor¬ 
hood are cut off. This being so. the 
ligamcntum teres can he the only re¬ 
maining source of blood supply. The 
question then arises whether the liga- 
mcnlum teres survives or is destroyed 
by fragment displacement at the time 
of the primary fracture, and. if not 
torn, whether it provides an adequate 
source of blood supply to the capital 
fragment. Wolcott and others have 
attempted to evaluate this hv injecting 
the blood vessels of the ligamcntum 
teres with mercury in cadaver speci¬ 
mens. In 13 per cent of cases Wolcott 
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could not find blood vessels in the liga- 
mentum teres of sufficient size to allow 
mercury to flow through them into the 
head or neck of the femur, and Hender- 



Fig. 1. The capsule of the hip joint has been re¬ 
moved from Us insertion about the rim of the ace¬ 
tabulum to its insertion on the base of the neck of 
the femur. Between A and B the capsule is not 
adherent to the femoral neck at any point. There¬ 
fore a fracture of this portion of the neck is com¬ 
pletely intra-articular, and the sole source of blood 
supply to the capital fragment must be via the 
ligamentum teres (after Tcstut: Traite d’anatomie 
humaine, Paris, O. Doin, 1S99-1S92). 

son. Chandler and others have claimed 
as high a percentage of cases as 20 to 
25. If the continuity of the ligament 
remains, blood vessels therein contained 
are sure to enlarge with the demand of 
blood to the capital fragment. Chandler 
and Kreuscher 2 in studies of 114 round 
ligaments from cadavers of persons 
aged 25 to 75 years found arteries in all. 

The next question to be considered is 
the frequency with which the liga- 
mentum teres or its blood vessels have 
been destroyed by the trauma producing 
the primary fracture, and in this regard 
there are some important ■>!nervations 
not to be overlooked. 

During the past twenty f- c years I 
have performed 41" reconstruction 
operations for nonum with marked 
absorption of the um-irai neck, and 


have in each case removed the head of 
the femur. Some of these operations 
were done during the period of my ser¬ 
vice in the World War. In no instance 
was there a fibrous union, and in every 
case the synovial fluid extended from 
the joint through and between the frac¬ 
ture fragments. A careful check was 
always made by myself and my associ¬ 
ates of the condition of the ligamentum 
teres at the time of the operation, and 
it may seem surprising that in 417 of 
these cases we found not the slightest 
evidence of bleeding at the cotyloid 
notch where the ligamentum teres is in¬ 
serted into the acetabulum, which would 
have occurred if a vascular ligament 
had been evulsed or torn at operation. 
In a large majority of cases, all liga¬ 
mentous tissue appeared to have been 
evulsed from the cotyloid notch; in the 
remaining cases tabs of ligamentous 
tissue were found attached to the coty¬ 
loid notch of the acetabulum and fovea 
of the head of the femur, or both. In 
two cases the ligamentum teres was 
found intact. In one of these the frac¬ 
ture was found to be at the center of 
the neck and due to a rifle bullet which 
was discovered at operation and re¬ 
moved from between the ununited frag¬ 
ments. The thought would occur to 
one that, since the neck of the femur 
was severed by a bullet, it might at the. 
time have produced shock with its re¬ 
sultant muscle flaccidity. Therefore, 
the muscle spasm incident to the usual 
fracture did not occur and force the 
distal fragment of the femur upward, 
thus rotating the head in the acetabu¬ 
lum upward on the outside and the 
fovea of the head downward on the in¬ 
side, to such a degree as to tear or 
evulse the ligamentum teres. This as¬ 
sumption is strengthened by the fact 
that the capsule is loose and alone de¬ 
termines the extremes of motion of the 
joint solely when the bony framework 
of the joint is intact, but has no influ- 
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ence in curbing rotation of the head in 
the event of fracture. 

It is believed that the rotation of the 
head which tears the ligamentum teres 
is brought about by the concerted spas¬ 
modic contraction of two powerful 
groups of muscles at the time of frac¬ 
ture, as follows: While the inward and 
outward rotators of the hip pull mesiallv 
on their osseous insertion (the great 
trochanter), thus holding the fracture 
surfaces of both capital and distal frac¬ 
ture fragments firmly together like the 
cogs of cog-wheels (fig. 2, left), at the 
same time the more powerful muscles 
of the thigh force the distal fragment 
upward, thus rotating the fracture end 
of the spherical capital fragment up¬ 
ward and consequently the fovea side of 
this head fragment downward, separat¬ 
ing the origin and insertion of the 
ligamentum teres and in this way tear¬ 
ing or evulsing this relatively weak 
structure. 

Frederick Henry Gerrish, 5 the anat¬ 
omist, made the following statement: 

The ligamentum teres (round ligament) is not 
round, but a triangular, flat interarticular band at¬ 
tached by its apex to the upper half of the depression 
on the bead of the femur, and by its base to the 
transverse ligament and the margins of the cotyloid 
notch, the ischial portion being the stronger. It is 
surrounded by synovial membrane, and represents a 
migrated portion of the pectincus muscle. It conveys 
a small branch of the obturator arterj to the head 
of the femur. It is torn in dislocation of the femur. 

. . . The ligamentum teres is put on the stretch in 
flexion with abduction or outward rotation.^ or both, 
but it is too weak to be of use tiy resisting these 
movements or in strengthening the joint 

Dr. Gwilym G. Davis, 4 the eminent 
surgical anatomist, stated: 

The ligamentum teres is composed of sv no vial ami 
connective tissue. H is not strong and ruptures at 
about 14 kilos (30 pounds) ; the small artery it con¬ 
tains affords nourishment for itself alone, only a 
very small amount of blood going to the head of the 
femur, llland Sutton regards it as a vestigial struc¬ 
ture and a rcgrc* s ion of the pcctincus muscle. It 
is too weak to add much to the strength of the joint, 
and the view of Allis that its function is to distribute 
the s> novial fluid and act as a lubricating agent is 
proV>aWy correct. The great pressure to which the 
articular <urfaecs of the hip-joint arc mbjeefeef re¬ 
quires special lubrication and this is furnished by the 
ligamentum teres and Haversian gland. 


From these studies, it is deduced that 
in 417 of 419 cases of subcapital frac¬ 
ture the weak ligamentum teres was 
destroyed by torsion or rotation incident 
to the explosive displacement at the 
time of fracture. The extreme force 
either evnlsed the ligamentum teres 
from the acetabulum or head of the 
femur (more frequently the former 
occurs) or ruptured the ligament by a 
twisting or shearing motion. After 
many months or, often, many years, it 
is difficult to deduce accurately the cir- 




Fig. 2. The drawing on the left illustrates frac¬ 
ture near the neck of the femur, with rupture of the 
ligamentum teres. The drawing on the right shows 
fracture occurring farther out on the neck of the 
femur. When the intense involuntary muscle spasm 
incident to a fracture thrusts the femorat shaft up¬ 
ward, as indicated by the arrow at C, in transtrochan¬ 
teric fractures, the capital fragment is prevented 
from rotating upward sufficiently to rupture the h'ga- 
mentum teres at B because of impingement of the 
neck of the femur on the rim of the acetabulum 
at E . 

cumstanccs associated with the destruc¬ 
tion of the ligamentum teres. Varying 
degrees of fibrous adhesions to the 
periphery of the head are sometimes 
found, but when severed in removal of 
the head they have never been found 
to bleed to any appreciable extent, thus 
indicating that they have not been a 
source of blood supply to the capital 
fragment. 

If the teres ligament lias not been 
ruptured, there is every reason to be¬ 
lieve that its continuity would serve to 
conduct induced collateral circulation to 
the capital fragment, even if anatomi¬ 
cally the blood vessels were me 
it. The fracture is wholly - 
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such as those of long bones, in which 
one frequently sees the sole callus de¬ 
posited in the surrounding soft parts as 
a bridge between the fragments, and no 
evidence whatsoever of callus between 
the fractured surfaces. In subcapital 
fractures the space between the fracture 
surfaces is filled with synovial fluid; this 
is the only place where callus would 
occur, as there are no adherent sur¬ 
rounding soft parts (as in other frac¬ 
tures ) to bring blood supply for callus 
formation or serve as a scaffolding in 
which the callus forms. 

In this regard, Cunningham' stated: 

The fibrous stratum is reflected on to the neck of 
the femur, and it clothes the bone as far as the 
margin of the articular cartilage \\ hich covers the 
head. Along the line of reflection some fibres of the 
fibrous stratum proceed proximaHy on the neck of 
the femur and raise the svnovial layer in the form 
of ridges These fibres are termed the retinacula or 
cervical ligaments. 

This enveloping band of fibrous tissue 
is about inch (0.3 cm.) in thickness 
and firmly adherent to the femoral neck. 
There is scarcely a chance of the 
avoidance of its complete rupture from 
the displacement associated with a frac¬ 
ture of the neck except in those pri¬ 
marily impacted. It has no callus¬ 
forming influence. Cotton was the first 
to point out that synovial fluid acts as 
an inhibitor to callus formation. An 
intense acute traumatic synovitis with 
joint distention must complicate sub¬ 
capital (intra-articular) fracture, sep¬ 
arating the fragments by forcing the 
svnovial fluid between them. This sup¬ 
position is further supported by the 
constant finding, at operation on pa¬ 
tients showing nonunion, of synovial 
fluid between the fragments. 

It is clear that it is impossible to 
determine at the time of subcapital un- 
impactcd fractures whether the liga- 
mentum teres suffered rupture. Of all 
fractures of this t\pe coming under my 
care, nnl> in those in which a recon¬ 
struction operation was performed be¬ 
cause extensive bone absorption neces¬ 
sitated removal of the femoral bead has 


l‘> 

the opportunity been afforded to check 
whether this ligamentum was torn or 
not. Among such cases the percentage 
of those with destruction has been very 
large—over 99. It is apparent that 
these findings have no bearing on those 
cases in which union occurs, following 
any type of treatment, or on those in 
which nonunion occurs without exten¬ 
sive absorption of bone, in which cases 
the bone-graft peg was employed and 
therefore no check was made as to 
whether the ligament suffered rupture 
or not. 

TREATMENT 

Since it is impossible to determine at 
primary treatment whether the capital 
fragment has been entirely cut off from 
all blood supply, it is urgent that until 
this is learned the initial treatment in 
all cases be designed to bring blood 
supply to this fragment; or, in the event 
that some other conservative or opera¬ 
tive type of treatment has been em¬ 
ployed, the surgeon should be ever 
vigilant to detect the earliest evidences 
of impending nonunion as disclosed by 
x-ray evidence of a slight change of 
relation of the fracture fragments or 
bone absorption at the fracture junc¬ 
tion. There is abundant evidence to 
prove that many surgeons are too prone 
to conclude that union has occurred 
when many times it has not. 

In this event, if the case is operable, 
prompt action should be taken and a 
iione-graft peg implanted after removal 
of the metal gadget, if one has been 
used. 

The trustworthiness of the bone-graft 
peg has been proved by the fact that it 
was originally employed in much more 
unfavorable cases than those of fresh 
fractures, namely, cases of nonunion. 

Use of the bone-graft peg in the 
treatment of selected cases of unnnited 
fractures has resulted in about 94 per 
cent cases of bony union. About the 
same time that 1 published my first 
cases. Dr. Willis C. Campbell, using the 
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same method, published statistics that 
were even a little better than mine. The 
significance of these results is extremely 
important, since Dr. Campbell and I 
were dealing with cases much more un¬ 
favorable than those of fresh fractures, 
first, because they were cases of non¬ 
union, or pseudo-arthrosis, second, be¬ 
cause the capital fragment had become 
practically a joint mouse, and, third, 
because the urge of primary repair had 
long ceased to exist. 

It is further interesting to note that, 
through a fault in technic on my part 
in failing to approximate the fragments 
in three of these cases, I learned some¬ 
thing of great significance concerning 
the function of the autogenous bone- 
graft peg. 

Tn these cases the hiatus between the 
fragments, varying in extent from 1/2 
to 2/3 inch (1.27 to 1.7 cm.), was 
spanned within the joint by the bone 
peg alone (fig. 3 A). X-ray study at a 
later postoperative date showed that the 
peg in each instance constantly in¬ 
creased in size until it finally filled in 
the hiatus completely, and that, in spite 
of the fact that the fragments were 
separated and the peg was situated in 
the joint cavity with synovial fluid about 
it, the blood vessels extended through it 
from the trochanter fragment to the 
capital fragment, the peg by its inherent 
osteogenesis having filled this space 
between the fragments, with resultant 
union (fig. 3B). The importance of 
this observation is self-evident as show¬ 
ing the potentiality of the hone graft 
under most unfavorable conditions. If 
a metal agent had been used, there 
would not have been a chance of union 
in any of these cases. In this respect, 
however, it should be commented that 
in many instances I have observed that 
a graft has filled in spaces many times 
more extensive than those in the cases 
cited, even to as much as sixteen times 
the dimension of the widest hiatus, the 
only difference being that the long- 


grafts were surrounded by soft tissue 
instead of synovial fluid. 

Bone, being a supportive and rela¬ 
tively undifferentiated tissue, is able to 
suffer the absence of its blood supply 
for a considerable time without adverse 
effects, for the reason, among others, 
that it is extremely favorable for trans¬ 
plantation. The rapid and profuse 
vascularization of a bone graft is one 
of the most striking features encoun¬ 
tered. When a portion of the complete 
diameter of a long skeletal bone has 
been replaced by a massive graft of 
much smaller diameter, not only will 
the whole shaft be restored to its com¬ 
plete diameter and strength, but also a 
completely vascularized marrow cavity 
will develop. The same phenomenon 
occurs in the use of a bone graft as a 
terminal structure, such as in building 
digits, in which a tibial bone graft is 
inserted into a tubular skin graft to 
restore a finger or thumb. In this in¬ 
stance there is a physiobiologic demand 
for blood at the distal end of this bone 
graft, and in response a collateral cir¬ 
culation is developed in the whole length 
of the graft to the degree of a marrow 
cavity with its incident blood vessels. 
The analogy is identical to that of the 
peg graft conveying blood to the anemic 
femoral head from the very vascular 
cancellous tissue of the trochanter 
(fig. 4). These characteristics, as well 
as the osteogenic capacity of the 
autogenous bone graft peg together 
with its mechanical strength (for im¬ 
mobilization purposes), determines it to 
be the ideal means of treatment in 
operable cases of both fresh and non- 
united fractures of the central intra- 
articular portion of the neck of the 
femur. It is the only answer to the 
three needs in the treatment of such 
fractures, for (1) it furnishes ideal im¬ 
mobilization, (2) it provides a living- 
scaffold for vascularization to the 
anemic head fragment, and (3) it 
brings an osteogenic, callus-forming 
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College of Surgeons in London. The 
study of these specimens is most profit¬ 
able. They were prepared and injected 
to show the profuse and early vascu¬ 
larization of bone grafts in general. In 
putting in bone grafts to take the place 
of portions of shafts of bone, my own 
experience has, in many instances, con¬ 
firmed Keith’s observations. 

After most operations, the period of 
immobilization in double plaster of Paris 
spica casts is twelve weeks. The callus¬ 
forming capacity of the femoral bone is 
so low that one must allow a generous 
period. Whether the bone graft peg 
operation should be performed as the 
primary treatment is for the surgeon 
and the patient to decide. Some pa¬ 
tients. of their own volition, have re¬ 
quested the operation. 

To recapitulate, many surgeons are 
still being misled in their optimism to 
believe that union has taken place be¬ 
cause the x-rav shows the fragments 
still in position, with fracture surfaces 
in close apposition, particularly if a 
metal gadget has been employed. In a 
recent case, three consultants gave the 
opinion at the end of ten months that 
union was solid, when, as was proved 
later, no union whatsoever had occurred. 

It is of great importance with every 
type of treatment (except when the 
autogenous graft has been used), es¬ 
pecially when any of the various 
kinds of metal fixation agents have been 
used, for the surgeon to be eternally 
vigilant in watching for the earliest 
evidence of the beginning of nonunion. 
Any change of position in the relation 
of fragment to fragment, even of the 
slightest degree, is evidence that union 
is not taking place. Soon proof will 
follow with bone absorption at the frac¬ 
ture junction indicating that there is an 
inadequate or total lack of blood supply, 
because of the rupture of the liga- 
mentum teres as well as the retinacula 
bv a twist or rotation of the head of the 
femur at the time of fracture. Re¬ 


peatedly in the literature, mention has 
been made of the possible blood supply 
coming from the untorn portion of the 
capsule. This can refer only to the 
retinacula, which are not strictly capsule 
and which because of anatomic relation¬ 
ship are most likely to be completely 
ruptured by even slight displacement. 
In the latter event, the capital fragment 
is essentially a joint mouse. Under such 
conditions, if union is to be secured im¬ 
mediate action is urgent. With the 
fragments in good position, a bone-graft 
peg of at least y 2 inch (1.27 cm.) di¬ 
ameter should be inserted. 

SUMMARY 

The outstanding obstacle to union of 
subcapital fractures of the neck of the 
femur is destruction of blood supply to 
the capital fragment, due to rotation of 
the femoral head in all cases without 
primary impaction, with consequent 
rupture of the ligamentum teres and the 
retinacula. The author found these 
structures ruptured in 417 of 419 cases 
when removing the femoral fragment in 
his reconstruction operation for non¬ 
union with marked absorption of bone, 
with infiltrated synovial fluid between 
the fragments. 

Studies have shown as low as 22 per 
cent cases of union with treatment by 
various methods. Treatment rests on: 
(1) reduction and fixation; (2) provi¬ 
sion for conduction of blood to the 
anemic capital fragment; (3) provision 
of an osteogenic influence to the frac¬ 
ture junction. A tibial bone graft peg 
at least y 2 inch (1.27 cm.) in diameter 
meets these requirements as no other 
plan does. 
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union de la fractura. El injerto de una 
cspiga de hueso de la tibia, por lo menos 
de 1.27 cm. de diametro, llena estos 
requisitos como ninguna otra operation. 

UIASSUNTO 

Fratturc sottocapitali del femorc 

La maggiore difficolta neH’unione 
delle fratture sottocapitali del collo del 
femore e la minorata circolazione san- 
guigna del framniento capitale, dovuta 
alle rotazione della testa femorale, con 
conseguente rottura del ligamento teres 


e i retinacula. L’autore riscontro la 
rottura di questi tessuti in 417 dei 419 
casi che ha operati col suo metodo rico- 
struttivo, per mancanza d’unione, con 
assorbimento osseo marcato, e infiltra- 
zione sinoviale tra i framnienti. 

La cura consiste: (1) riduzione e 
fissazione, (2) cercare di migliorare la 
circolazione sanguigna del framniento 
capitale aneniico, (3) stimolare 1’influ- 
enza osteogenica della frattura. Un 
innesto osseo di 1.27 cm. di diametro 
prelevato dalla tibia risponde nella mig- 
liore maniera ai requisiti sopra accen- 
nati. 
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VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Kny - Scheerer Instruments 

Km-Schecrer Corporation will present in 
Booth 30 of the convention hall an exhibit and 
demonstration of the Improved Albee Bone Mill, 
Dr. Albee’s new oscillating saw attachment for 
laminectomies, circular osteotomies and osteo¬ 
plastic skull work. See the new Moreira Set for 
Hip Fractures, devised by Dr. F. E. Godoy 
Moreira, Sao Paulo, Brazil. Also on display 
are many new surgeons’ instruments, in both 
stainless and chrome. 

-o- 

Traction Table Demonstration 

Featured in the exhibit of the Compcr Manu¬ 
facturing Company, at Booth 20 of the Interna¬ 
tional Assembly exhibits will be the Albee- 
Comper Traction Table, in which Dr. Fred H. 
Albee lias departed from the more conventional 
standards of fracture table design of adopting 
those advantages of the surgical operating table 
which most usefully apply to orthopedics and 
combining with them a simple and efficient ap¬ 
paratus for giving comprehensive orthopedic 
postures under traction as well as providing for 
fluoroscopic and x-ray examination before, dur¬ 
ing and after the operation. 


Important Exhibit of Vitallium Appliances 

At Booth 11 of the convention hall the 
Austenal Laboratories, Inc., will display a com¬ 
plete line of plates, nails, screws and special ap¬ 
pliances made of vitallium. These fracture 
appliances have been demonstrated to be immune 
to body fluids, compatible with tissue, and do not 
interfere with normal bone growth. No other 
metal heretofore used in the internal fixation of 
fractures combines the same freedom from irri¬ 
tation with the requisite strength. 

-o- 

Metabolism Equipment 

The Jones Metabolism Equipment Company 
will present in convention Booth 26 the most 
modern metabolism apparatus on the market. 
The Jones Motor-Basal eliminates corrections for 
barometric pressure and room temperature, and 
eliminates calculations. It is so simple that any 
one can learn to run it in a short time and yet 
is accurate enough to meet the most exacting re¬ 
quirements. An exclusive geometric device 
checks each test, eliminating possible error by 
the human element. It is guaranteed to perform 
with an accuracy greater than 99 per cent for 
the lifetime of the purchaser. 
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A LTHOUGH \vc are not devoted 
to new and unusual instruments 
we are much impressed fay the 
instruments for gastro-intestinal resec¬ 
tion known as the De Petz. and the 
Neuffer-Ulrich, modified by Professor 
Friedrich, along with the smaller and 
more recent one, the Von Seeinen. These 
instruments consist of crushing blades 
with concealed staples or clips that are 
forced into the crushed area in two rows 
sufficiently separate to enable one to cut 
between with a cautery knife or the 
ordinary scalpel. Furthermore, the 
clips, due to an ingenious female blade, 
are forced together at this point to re¬ 
semble a pretzel. The points thereby 
curve inward and upward so that there 
is no scratching or penetration. While 
most of these clips will be passed out 
through the intestinal canal, we have 
seen clips it! x-ray pictures taken of the 
stomach twelve or eighteen months later 
with evidence of no more harm than if 
nonabsorbable antiseptic suture ma¬ 
terial was used. 

There are many advantages in the 
use of these instruments, as observed in 
over 95 patients on whom they were 
used. Chief among these is hemostasis, 
a nonleaking closure of the distal and 
proximal portions, which eliminates 
many extra instruments, packs and as¬ 
sistants. With the use of the machine 
the severed ends are covered with a 
piece of gauze and placed outside the 
immediate operating area while other 
work progresses. This can he accom¬ 
plished without thought of hemorrhage 
or infection due to spilling. The clips 


are buried with two sets of catgut su¬ 
tures to a point within 2 inches (5.0S 
cm.) of the greater curvature. Tin's 
area is left by the cloaca or fenestra 
which, on the gastric side, is made by 
excising this 2 inch area fully inch 
(1.27 cm.) in breadth as the anastomo¬ 
sis advances. 

As to the amount to be excised, in 
all cases of ulcer one half to two thirds 
or more of the stomach is removed. In 
cases of marginal nicer as much of the 
tissue is removed as is necessary to give 
a clean area proximal to the original 
gastro-enterostomy opening. In cases 
of carcinoma one must remove well into 
healthy tissue, or a complete gastrec¬ 
tomy may be demanded. 

In our series of over 90 cases up to 
March 1, 1938, there were 89 resections, 
with use of one or the other of these 
machines. Of these patients, IS (15 
males and 3 females) were operated on 
for duodenal ulcer, with a mortality of 
27 per cent; 9 (all males) were operated 
on for marginal ulcers, with 4 deaths, a 
mortality of 44 per cent; 43 (22 males 
and 21 females), whose average age was 
55years, were operated on for carcinoma 
of the stomach, with 12 deaths, a mor¬ 
tality of 28 per cent: 17 ( 14 males anil 
3 females) were operated on for gastric 
ulcer, with a mortality of 11 per cent: 
2 were operated on for sarcoma, with 
no deaths. In this series there were 4 
cases of linitis plastica. An interesting 
observation was the fact that the aver¬ 
age age of the females was ten years 
less than that of the males. 


* Keait at the Sccunil '.nmi.it \--emhlj ai the I'nitcl Stale' Charier i»i the Inlennlii'nat C*'!’ . 
<«t Surgeon*. I'bil.nJiljrhia. Oct 1.J, 1V.W 
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TUMORS 

A Krukenberg tumor was found in 
one patient four years after her original 
operation, a gastric resection. At that 
time the pathologist reported an ulcer, 
but the operator made a diagnosis of 
carcinoma. Alien the patient was re¬ 
opened for a pelvic tumor (which 
proved to be a Krukenberg tumor) the 
entire abdominal cavity was found to 
be studded with carcinomatous metas- 
tases. The original specimen, fortu¬ 
nately, had not been destroyed, and on 
careful reexamination it was pro¬ 
nounced carcinoma. 

Of the carcinomas, there were 26 
adenocarcinomas, 17 of which had 
metastases, and 1 of which had per¬ 
forated: 6 cases of scirrhous carcinoma, 
with 5 showing metastases, and 7 cases 
of colloid growth, with 5 showing metas¬ 
tases. One growth was considered to 
he adenocarcinomatous implantation on 
an old ulcer. 

In a number of patients the gastric 
symptoms were negative. Others pre¬ 
sented weakness as the only symptom. 
One case without symptoms was dis¬ 
covered in a routine insurance exam¬ 
ination. Five patients gave a family 
history of carcinoma. To us, an out¬ 
standing symptom of gastric carcinoma 
is the total loss of appetite which we 
have observed occurring early in the 
disease. The red cell count was found 
in this series to be 3,500,000 or less, and 
the hemoglobin content about 70 per 
cent, falling as low as 29 per cent. 
Melena was observed in less than 25 
per cent of the cases. 

Sarcoma was found in 2 cases, giving 
an incidence of 2.2 per cent. This per¬ 
centage is rather higher than the usual 
quotation of less than 1 per cent. 

Case 1. A man 46 \ear> of age gave a 
hi story of weakness over a period of six weeks, 
dyspnea on exertion and left epigastric dis¬ 
comfort related to food intake. The red cell 
count was 2 ,/OO.uihi with a hemoglobin con¬ 
tent of 42 per cem The pathologic report was 


myoblastic sarcoma. There were no glandular 
metastases. An x-ray of the chest nineteen 
months post operatively showed infiltration of 
both lungs. Death occurred twenty months 
after operation. 

Case 2. A woman 47 years of age gave a 
history of gastric pain over a period of nine 
months, with nausea and vomiting and a loss 
of 50 pounds (22.7 Kg.) in eighteen months. 
There was marked anemia. At operation in 
November 1937 a lymphosarcoma of the py¬ 
lorus was found with invasion of the serous 
coat and omentum. At present the patient is 
being given x-ray treatments, as this type of 
growth is said to be benefited by x-rays. 

GASTRIC ULCERS 

There were 17 cases of gastric ulcer, 
2 of which occurred in females. Two 
deaths were reported, both occurring in 
males. In 10 instances the lesion was 
found at the lesser curvature, being- 
large in all of them. One patient pre¬ 
sented multiple ulcers. In 3 instances 
perforations into the gastrohepatic 
omentum had occurred and in 2 into 
the pancreas. Chronicity was the par¬ 
amount state and, also, recurrent at¬ 
tacks too numerous to mention. Two 
patients reported lapses of eight and 
twelve years, respectively, between at¬ 
tacks, the symptoms varying in dura¬ 
tion from three months to twenty-three 
years. All had been under a dietary 
regimen for years. Some had been hos¬ 
pitalized one or more times. Many had 
adhered rigidly to a diet, only to meet 
with failure. Several had had previous 
gastric and other operations. One gave 
a history of 4 previous operations, the 
pertinent features being a cholecvstec- 
tomy and gastrostomy in July 1925 and 
adhesions in 1932. An x-ray taken in 
1937 showed 40 per cent retention. 

A rather constant finding in the series 
was deficiency in urea nitrogen, chlo¬ 
rides, sugar and carbon dioxide on ad¬ 
mission, in other words, a picture of 
starvation. The lowest red cell count 
in this group was 2,850,000, with a 
hemoglobin content of 42 per cent. 

Of the 2 patients in this group who 
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died, one, aged 69, in thirty-two hours 
became cyanotic, with death resulting 
immediately. The other patient, aged 
48, in eighteen hours developed a sud¬ 
den rise in the pulse rate, with death 
resulting. Necropsies were not obtained 
in either case. 

As already stated, the operation con¬ 
sisted of a resection, one half to almost 
complete, in all the cases in this series. 
The anastomoses were made after the 
method of Polya or Hofmeister (there 
were fewer of the former), with Bal- 
four's antecolonic procedure on a few 
occasions. We are inclined to the Hot- 
meister method, although for years the 
Polya method was our choice. In the 
Balfour resection we have always added 
an entero-enterostomy, although there 
is a rapidly growing opinion that this 
is not necessary. Nevertheless, we feel 
most satisfied when the entero-enteros¬ 
tomy has been done. Shortly after 
Balfour described his antecolonic opera¬ 
tion, the first author [J. F. Erdmann] 
was accustomed to call attention in his 
clinics to the possibility of the develop¬ 
ment of a jejunal trap, and he demon¬ 
strated such a condition in one of his 
patients. Since that time he has al¬ 
ways added a jcjunojejnnostoiny. 

For six or eight years he has had a 
16 or IS F Levine or other type of tube 
introduced before the anesthesia was 
begun. During the operation extreme 
care is taken not to include the tube in 
the amputation. Before the completion 
of the anastomosis, 6 to 10 inches ( 15.24 
to 25.4 cm. I of the tube are placed in 
the distal part of the jejunum. This, if 
perforated as the Wangensteen tube, 
will allow both feeding into the duo¬ 
denum and siphonage of the stomach. 
This is exceptionally satisfactory to the 
surgeon and gives great relief to the 
patient. Also, the feeding of fluids into 
the duodenum, even in the period im¬ 
mediately after operation, relieves the 
patient of much puncturing for infu¬ 
sions or clyses. This tube is kept in 


position for four to eight days, depend¬ 
ing on the postoperative reaction. 

Dehiscence of the walls of the in¬ 
verted duodenal stump occurs, we be¬ 
lieve, more frequently than is cited in 
the literature. It has occurred in 2 
patients in the past twelve months. 

Case 1. Three weeks after discharge from 
the hospital a man had sudden pain in the epi¬ 
gastrium after a hearty meal. The operation 
had been done six weeks previous to the at¬ 
tack. He was readmitted to the hospital, and 
emergency operation revealed complete dehis¬ 
cence with a secondary cavity, the wall of 
which had perforated into the peritoneal cav¬ 
ity. Resuture was accomplished with diffi¬ 
culty', but the outcome was successful. How¬ 
ever, complications arose: first, a subhepatic 
abscess, then a subdiaphragniatic abscess with 
pleurisy and empyema. After nine transfu¬ 
sions the patient recovered from these com¬ 
plications and was discharged. He gained 
40 pounds (18.1 Kg.). He returned to the 
hospital over three months later with a right 
inlralobar abscess, and on Sept 16, 1938, re¬ 
section of 3 inches of the seventh rib was done. 

Case 2. A man who had had a resection 
for a marginal ulcer had a sharp abdominal 
pain during the third postoperative week while 
in the hospital. On exposure in an emergency 
operation duodenal dehiscence was found. The 
wound healed, with ultimate recovery. 

In reviewing some of the work in 
gastric resection in a large hospital we 
are inclined to the belief that this con¬ 
dition is not so rare as we would like 
to think. 

A factor in the etiology may he the 
hacking up of the duodenal contents, 
which makes pressure to such a degree 
that the walls are forced apart in lin¬ 
early days of catgut absorption. Cat¬ 
gut at times absorbs earlier than desired 
on account of the intestinal chemistry, 
ami, again, as the firsi author has main¬ 
tained for years in discussing abdom¬ 
inal wound dehiscence, tissue hunger 
due to poor blood condition resulting 
from loss of food intake produces rapid 
absorption of the catgut. One cannot 
feel that carelesss or reckless apposition 
of the walls is practiced by them- i tors. 
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MARGIN' AT. ULCERS 

One repair in the practice of a sur¬ 
geon teaches the difficulties that sur¬ 
round him, to say nothing of the many 
risks of infecting the peritoneal cavity. 
The adhesions vce prefer when doing a 
gastro-enterostomy at times require 
careful and tedious dissection before the 
jejunum can be separated from the 
stomach and the stomach from the 
omentum so that resection can be ac¬ 
complished in healthy tissue. 

The anastomotic hole in the jejunum 
must be closed or a resection done with 
anastomosis. When possible, the first 
author sews up the opening in the 
jejunum after trimming the edges from 
all the diseased structure. He then 
sews up the gap from side to side, never 
longitudinally. The new jejunogastric 
anastomosis is then made in a section 
of the jejunum 2 to 4 inches (5.08 to 
10.16 cm.) distal to the suture line. In 
other instances, when a resection is 
called for, an end-to-end suture is made, 
again 2 to 4 inches distal to the anasto¬ 
mosis. 

Before the operation we check the 
blood chemistry and the general blood 
pictures, with grouping for transfu¬ 
sions, etc., give parenterally fluids such 
as 3 per cent glucose in saline solution 
for clvses and 5 to 10 per cent for in¬ 
fusions, do gastric lavages to note the 
residue as to its make-up in the way of 
food contents, blood or pus, and have 
a careful analysis of the urine and a 
thorough examination of the chest 
made. 

Immediately before the anesthesia we 
introduce a 16 or 18 F Levine tube 
(Wangensteen type preferably) into 
the stomach and anchor it on the face 
with adhesive tape. 

\\ e finish the operation by placing in 
all abdominal sutures to within ]/ 2 inch 
(1.27 cm.) of the terminal portion, 
where a rectal tube had previously been 
placed. After the peritoneum and 
fascia have been sutured we pour 


through this tube into the peritoneal 
cavity 500 to 1,500 cc. of saline solu¬ 
tion, heated to about 105 or 110 F. The 
rectal tube is then removed and the ab¬ 
domen closed with a final set of reten¬ 
tion sutures. This treatment of the 
pertioneal cavity—the introduction of 
fluids—has been carried on by the first 
author over a period of ten years, and 
he feels that he has had excellent re¬ 
sults and does not have to consider 
immediate infusions, clyses or transfu¬ 
sions. This treatment is also an excel¬ 
lent diuretic and aids in combating 
shock. 

The silk retention sutures aid in 
preventing dehiscence of the abdominal 
wound. This condition of dehiscence 
has been in the surgical limelight for 
several years. Recently a discussion 
was presented before the surgical bodies 
of the New York Academy of Medicine, 
and each author believed that his argu¬ 
ment was the solution. As has already 
been stated, the first author has taught 
for many years that the hunger of the 
tissues in these patients destroys the 
catgut in a short time. He has seen a 
double row of no. 2 chromic gut ab¬ 
sorbed, in a gallbladder incision 6 inches 
(15.24 cm.) in length, within seventy 
hours, with only 3 inches (7.62 cm.) of 
a single strand left at the time of re¬ 
suture. The hunger of the tissues is 
but a sidelight of the starved condition 
of the patient, whose blood shows a 
hemoglobin content below par and a red 
cell count far below normal. 

He does not issue routine instructions 
subsequent to a gastric operation bear¬ 
ing on the parenteral fluids but be does 
instruct his assistants to give saline 
solution and tap water, equal parts of 
each, in doses of 6 ounces (177.4 cc.) 
every four hours per rectum. This in¬ 
jection or enema is given very slowly, 
five to ten minutes being required for its 
introduction. For some time he has 
been of the opinion that some of the 
cases of thrombus and embolus have 
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been due to or assisted by the too liberal 
treatment by the staff, with either intra¬ 
venous injections or clyses. 

Fluids are given in his cases of re¬ 
section within the first twelve hours; 
not less than 1 ounce (29.6 cc.) is 
tried, and this is rapidly increased to 2 
or 4 ounces (59.1 or 118.3 cc.). We 
always watch for a turning of the head 
with expectoration of small amounts of 
fluid, indicative of gastric dilatation, 
and as soon as this occurs, fluids by 
mouth tire stopped and a tube is in¬ 
serted to observe the retention. Should 
there be retention, intake by mouth is 
stopped for six to eight hours and then 
tried again. 

One death occurred from peritonitis 
due to a perforation and not the opera¬ 
tion and the others from pneumonia 
and/or cardiac complications. 

CONCLUSIONS 

We do not operate for ulcers unless 
the patient has been under medical ob¬ 
servation with a final statement that 
treatment has accomplished no satisfac¬ 
tory result. 

We operate for repeated or recurring 
hemorrhages, evidence of obstruction or 
a perforation becoming imminent, and 
for acute perforations. 

We operate for persistent pain and 
distress, particularly in cases of mar¬ 
ginal ulcer. 

We operate in all cases of marginal 
ulcer, as our experience has taught that 
this variety does not respond to treat¬ 
ment so often as it perforates. When 
perforation occurs, the occasion is more 
pernicious than in the case of duodenal 
ulcer perforation. 

SUM MARY 

The authors describe their experience 
in 89 cases of duodenal ulcer, marginal 
ulcer, gastric ulcer, or carcinoma or 
sarcoma of the stomach, in which re¬ 
section was done They used instru¬ 


ments consisting of crushing blades and 
clips for stapling, which they found ad¬ 
vantageous for hemostasis and non- 
leaking closure, as well as time- and 
labor saving. 

Silk retention sutures arc preferred 
to catgut, as the latter may be absorbed 
too soon, owing to tissue hunger. 

Introduction of fluids into the peri¬ 
toneal cavity after gastric operations 
has been found to benefit. 

122 Eaht Seventieth Street. 

RESUMI¬ 
NG Gasircctomic 

Les auteurs ont pratique la resection 
gastrique dans 89 cas de ulcere gas- 
trique, ulcere duodenal, carcinome ou 
sarcome de I’estomac. Ils emploient les 
lames ecrasantes et les agrafes ct ainsi 
obtiennent unc meilleure hemostase et 
une fermeture plus exacte. (/operation 
est cffcctuee en moius de temps et avec 
moms de difficultes. Ils preferent la 
soie au catgut, ce dernier parfois etant 
absorbe prematurement, les tissues 
ayant (aim. L’introduction de fluides 
dans la cavite peritoueale est unc 
mesure bienfaisante. 

ZUSAMMENFASSl NG 

Gastrcktomic 

Die Autoren bcschreiben ihre F.r- 
fabrung in S9 Fallen von Duodenal-, 
Marginal- and Magengcschwtircn, 
Magcnsarkoin und -Carcinom, in denen 
Rescktion vorgenommen worden war. 
Sic benutzten spczicllc Pinzettcn und 
Klaitmtern, die sic als vorteifhaft fur 
Pilutstilhmg und nichtnachsickernden 
Vcrschhiss. sonic zeit- und arheit- 
sparend befanden. 

SeidcnretentiousnalUe warden Cat¬ 
gut gegeniiher vorgezogen. da letzteres 
zu bald ahsorbiert wird infolge tie¬ 
'll linger-.'' der Gcwcbc. 

Die Ycrabfolgung von FliissigkeiU'ii 
in das Peritoneum nacli Magcnopera- 
tionen hat sich als vorteilhaft criviescti. 
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SCMARIO 

Cost recto mia 

Los autores describen sus cxpcTK-n- 
cias en 89 casos do ulcera dun.lcn.il. 
ulcera marginal, ulcera ga<trica. carci¬ 
noma 6 sarcoma del cstbmago. eu L>s 
cuales se hizo reseccidn. Elios usamn 
instrumentos consistentes en ramas d 
cuchillos de aplastamiento y pantos 
metalicos para suturas. los cuales 
encontraron muy ventajosos para haeer 
la hemostasia asi como para evitar 
filtraciones; tambien se ahorrd muebo 
tiempo. En los puntos de retention la 
seda fue preferida al catgut, pues est.i 
ultima se absorbe muy rapiclo debido al 
hambre de los tejidos. La introcluccion 
de liquidos dentro de la cavidad peri¬ 


toneal despue- de las operaciones 
g:\siric: 1 '- sc ba cnc<>ntrado ser bene- 
tica >sa. 

K i >>.' 1 \ t O 

;,</<irci tonim 

(lb auton de~em»»r\o K‘> casi di ulcera 
duudenale. margmatc c gastrica. carci- 
noma c stroma dcllu >iimiaco, in cui la 
resc/ione iu csegmta. I-Lsi usano stru- 
menti die consistono di lame chiaccianti 
e pumi mciallici di siitura. otlenendo una 
migiiorc emostasi c una chiusura pill 
esatta. Suture di seta sono preferibili al 
catgut, perche quest'ultimo pud essere 
assorbito ])rematur;unente. L'introdu- 
zione di iluidi nella cavitn peritoneale 
dopo operazioni gastriche e assai van- 
taggiosa. 
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VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Hoffmann - La Roche Contributions 

Will the gaunt spectre of dynamic ileus stalk 
through the convention meeting halls? Hoff- 
mann-La Roche predict not, inasmuch as the fea¬ 
ture of their exhibit at convention Booth 12 will 
he the latest and most efficacious agent for com¬ 
bating postoperative intestinal atony and atony of 
the urinary bladder: Prostigmin Methylsulfate, 
X.X.R. The Xutley firm will also exhibit other 
recent “Roche" contributions to materia rnedica 
proving particularly serviceable to surgeons. 

-o- 

Strasenburgh New Products 

The R. J. Strasenburgh Company will demon¬ 
strate some unusual products in Booth IS of the 
International College of Surgeons Assembly, 
technical exposition. Pryocawz is a medicated 
gauze especially adapted for wounds and abra- 
?:ons. The Strasenburgh products consist of 
all types of standardized pharmaceuticals, also 
ilium ^picialtics. Ask for a catalog. 


Cameron Surgical Specialties 

In Booth 14 of the International College of 
Surgeons exhibit hall the Cameron Surgicaf Spe¬ 
cialty Company will show the new ancf inexpen¬ 
sive models of Cameron Cauterodync (Radio 
Frequency), which provide safe and effective 
cutting, coagulation, desiccating and fulgurating 
with a quick-healing, bloodless field for all classes 
of surgery. Latest developments in electrically 
lighted lamps and instruments for all phases of 
surgery and diagnosis will also be demonstrated. 
See the new DeLuxe Rectal Diagnostoset. 

-o- 

Stainless Steel Instruments 

Scanlan-Morris Company, of Madison, Wis., 
manufacturers of sterilizers, operating tables, 
surgical lights and surgical sutures, and the ex¬ 
clusive American agents for the A. B. Stille- 
Wcrner Company, of Stockholm, Sweden, will 
exhibit in Booth 4S of the International Assembly 
display genuine Stille stainless steel surgical in¬ 
struments. 



CYSTIC HYGROMA 

HAMILTON BAILEY. F.R.C.S. (ENG.). F.l.C.S. 

Surgeon, Koj‘al Northern Hospital 
LONDON, ENGLAND 


T HE diagnosis of cystic hygroma is 
simple; it is the only brilliantly 
translucent swelling of the neck. 
On pathologic examination the swelling 
is found to consist of an aggregation of 
cysts like a mass of soap bubbles. The 
larger cysts are near the surface, while 
the smaller ones lie deeply and tend to 
infiltrate the muscle planes (fig. 1). 

ETIOLOGY 

A cystic hygroma has no connection 
with either the bronchial or the thvro- 
glossal apparatus. The latter struc¬ 
tures are epihlastic in origin and conse¬ 
quently have an epithelial lining. A 
cystic hygroma is lined by a single layer 
of endothelium having the appearance 
of mosaic, and is filled with a clear 
lymph. Obviously these findings sug¬ 
gest a derivation from the lymphatic 
system. By logical argument this the¬ 
ory can he strengthened. The neck 
contains relatively more lymphatic ele¬ 
ments than any part of the body; next 
comes the axilla, and third the groin. 
Nine tenths of cystic hygromas arc 
found in either the neck or the axilla, 
the neck easily occupying pride of place. 



Kit. 1 Section through a rjMu. hjgroma It i' 
composed of an ancrcgatnm of thui'VsalUd cjst*. 
the larger hinR nearer the M»rfac« 


Whether the aberration is of the nature 
of a retention cyst or a benign neoplasm 
is speculative. The majority of observ¬ 
ers incline to the former view, for the 
following reasons; 

About the sixth week of embryonic 
life the primitive lymph sacs develop in 
mesoblast, the principal pair being situ¬ 
ated in the neck between the jugular 
and subclavian veins (fig. 2): these cor¬ 
respond to the lymphatic hearts of 
amphibians. Failure of an important 
tributary of the primitive lymphatic 
system to link up with other lymphatic 
vessels or with the venous system would 
account for the appearance of these 
swellings. 



CLINICAL n.ATt'UI.' 


Cp to this point one is on fairly certain Cystic hygromas usually appear dur- 
grmirnl—the condition is due to an ingearly infancy (fig. 3). Occasionally 
aberration of the lymphatic system they are present at birth. 1 have *' 
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a case in which both sides of the neck 
and both axillae were involved, so great 
a swelling being produced that labor 



Fir. .1. Cystic hygroma in infancy. 


was obstructed. A. E. Ellis cited an 
example of an infant born with an enor¬ 
mous hygroma. The child survived 



Fin. 4 Cystic hygroma which remained stationary 
in size for over a year. 


until tile third day, its death being 
hastened by increasing dyspnea. Such 
examples are unusual. Typically a cys¬ 
tic hygroma occupies the lower third of 
the neck, and as it enlarges it passes 
upward toward the ear (fig. 4). It is 
situated immediately lateral to the 
carotid sheath and anterior to the cer¬ 


vical nerve roots, and often it extends 
down behind the clavicle, to lie on the 
dome of the pleura. As has been 



Fig. 5. Solitary lymph cyst. 

emphasized already, most hygromas 
are essentially multiocular. In a few 
cases the swelling enlarges visibly when 
the child cries, and it can be partially 
emptied by steady pressure—signs 
which indicate that the interior is not 
grossly subdivided into loculi. 



Fig. G. Cystic hygroma of the axilla. 


The clinical behavior of a cystic 
hygroma is uncertain, so much so that 
it is impossible to prognosticate what 
will happen in a given case. Sometimes 
growth is rapid, as recorded by Prof. 
John Fraser, after which the cyst may 
burst subcutaneously and disappear 
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within forty-eight hours. Several ob¬ 
servers have noted that these cysts be¬ 
come the seat of recurrent inflammation, 
which often resolves without special 
treatment. In many cases the cyst con¬ 
tinues to grow up to a certain point, 
and then appears to remain stationary. 
J. B. Murphy has been quoted as saying 
that cystic hygromas occasionally take 
on malignant characteristics, but if this 
is true it is exceptional. I have seen 
but 3 cystic hygromas in adults. Two 
were in the supraclavicular triangle 
ffig. S), and one was in the axilla (fig. 
6). In each of these cases the hygroma 
was mainly unilocular and could he 
empjied hv pressure. 

TREATMENT 

Statistics show that the mortality 
among infants having a cystic hygroma 
is considerable. In a number of in¬ 
stances the fatal issue appears to have 
been aggravated by attempts at treat¬ 
ment. Of treatments not to be rec¬ 
ommended, radium beads the list. 
Seven of twelve patients died of 
acute infection following insertion 
of radium needles into a hygroma. 
Aspiration serves no purpose, nor can 
injection be advised. True, Harrower 
bad a successful issue following two in¬ 
jections of sodium morrhuate, but the 
swelling must have been one of the rare 
varieties of unilocular, or mainlv uni¬ 
locular. cysts. While I have had no per¬ 
sonal experience of injection treatment 
in these cases, there is an exact parallel 
in certain testicular swellings. A thin- 
u ailed hydrocele of the tunica vaginalis 
often responds well to treatment bv in¬ 
jection, but, as might be expected, in 
the case of nniltilocular cystic disease of 
the epididymis injection is painful and 
useless. 

In early life inactivity is the best 
course. If the mass is rapidly increas¬ 
ing in size, spontaneous rupture can be 
awaited u ith some confidence. In cases 
in which the condition seems to he at a 


standstill, x-rays may he tried, hut there 
is little evidence that any benefit ac¬ 
crues. When the child has reached the 
age of 2 years and is strong and healthy, 
clean, sharp dissection of the whole 
mass gives excellent results. In older 
children and adults, careful surgical re¬ 
moval of a cystic hygroma, whether in 
the neck or the axilla, is uniformly 
satisfactory. 

SUM MARY 

Cystic hygroma is the only brilliantly 
translucent swelling of the neck. It 
arises from failure of an important tri¬ 
butary of the primitive lymphatic sys¬ 
tem to link up with other lymphatic 
vessels or with the venous system. It 
usually appears early in life and typ¬ 
ically occupies the lower third of the 
neck, extending upward as it enlarges. 
It is also found in the axilla. Most hy¬ 
gromas are multilocular. The clinical 
behavior is uncertain; in some cases 
spontaneous rupture occurs. 

The mortality among infants is great 
and is often due to treatment. Radium 
is not to he recommended; aspiration is 
purposeless, and the benefits of injection 
and x-rays are questionable. In per¬ 
sons 2 years of age or older, surgical 
removal gives satisfactory results. 
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I.'Hygroma Cystiquc . 

L'hygroma cystique cst 1c r' ’ nt .- 
flement du con qui suit tram’ 
resulte du manque d'alx. -I 
hranche iniportanle du sv>i 
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tique avec d'autres vaisseaux Iympha- 
tiques ou avcc le systeme veineux. 
Gcneralement il se manifeste cn has 
age et siege an tiers inierienr du con, 
et en grossissnnt envahit les parties 
movennes et superienres du cou. On le 
rencontre atissi dans l'aisselle. La 
plupart des hygromas sont ntultilocu- 
laires. Dans certains cas la rupture 
spontanee survient. La mortalite chez 
les enfants est grande; souvent elle 
resulte du traitement. Le radium n'est 
pas reconnnandable; Inspiration ne 
donne pas de resultats permanents. Les 
injections et les rayons X donnent des 
resultats douteux. Chez les malades 
au-dcssus de deux ans l'ablation chirur- 
gicale donne des resultats satisfaisanls. 

ZlSAMMF.XFASSl’XC 

Zystischcs Hygrom 

Zystisches Hvgrom ist die einzige 
klar-lichtdurchlassige Schwellung am 
Hals. Es enisteht dadurcli, dass ein 
bedeutender Anteil des primitiven 
Lymphsystems nicht zur Verbindung 
mit den anderen Lymphgefassen oder 
mit dent Yenensystem komrnt. Es 
erscheint gewohnlich sehr zeitig und 
findet itieh tvpisch am untercn Hals- 
dritte; wenn es sich vergrossert, zeigt 
es cine Tendenz zur Entwicklung nach 
aufwarts. .\uch in der Achselhohle ist 
es anzutreft'en. Die Mehrzahl der 
Hygrome ist multilokular. Ihr kli- 
nisches Yerhalten ist unbestimmt; in 
cinzelnen Fallen erfolg Spontanruptur. 

Die infantile Mortalitat ist gross und 
haufig einc Folge der Behandlung. 
Radium ist nicht zu empfehlen. Punk- 
tion ist zwecklos und die Yorteile einer 
Tnjektionsbehandlung oder von Rdnt- 
genbcstrahlung sind zweifelhaft. In 
Kindern von 2 Jahren ab bringt die 
chirurgischc Enf'ernung betriedigende 
Resultate. 


SUMARIO 
Higroma cistico 

Higroma cistico es la unica inflama- 
cion brillante y translucente del cuello. 
Este se presenta cuando tin tributario 
del sistema linfatico primitive no se 
conecta con otros vases linfaticos 6 
con el sistema venoso. Generalmente 
aparece temprano en la vida y ocupa 
tipicamente el tercio mas bajo del 
cuello, extendiendose hacia arriba al 
crecer. Puede ser encontrado tambien 
en la axila. La mayoria de los higromas 
son multiloculares. La manera que 
actuan clinicamente es indeterminada; 
en muchos casos rupturas espontaneas 
occuren. * 

La mortalidad entre los ninos es 
grande y amenttdo debida al tratamiento. 
El radio no se debe de recomendar; la 
aspiracion no es indicada, y los bene- 
ficios de inyecciones y rayos-x son 
dudosos. En personas de dos anos de 
edad 6 majores extirpacion cjuirurgica 
da resultaclos satisfactorios. 

RIASSUNTO 
fgronta cistico 

L’igroma cistico e l’unica tumefa- 
zione del collo, che e brillantemente 
translucente. Si sviluppa della mancata 
anastomosi di un tronco limfatico 
primitivo con la rete limfatica o con il 
sistema venoso. Si manifesta nella 
]>rima infanzia e tipicamente occupa il 
terzo inferiore del collo, estendendosi in 
alto con I’aumento di volume. Si ris- 
contra qualche volta nella regione as- 
cellare. In maggioranza, questi igromi 
cistici sono multiloculari. Il corso 
clinico e incerto; in alcuni casi avviene 
la rottura spontanea. 

La mortalita nell’infanzia e alta, e 
spesso dovuta al trattamento. Il radio 
non e consigliabile, l’aspirazione non e 
indicata e dubbi sono i benefici di iniezi- 
oni o della Roentgenterapia. In pazienti 
da due anni in su l’estirpazione chirur- 
gica da risultati soddisfacenti. 



PROSTATIC HYPERTROPHY 

PATHOLOGIC BASIS FOR TREATMENT* 


DAVID M. DAVIS, M.D. 

Professor of Genito»Urinary Surgery, Jefferson Medical College 
PHILADELPHIA 


B ENIGN prostatic hypertrophy is 
entirely harmless except as it 
causes urinary obstruction. Its 
treatment is therefore treatment of tiie 
urinary obstruction. The obstruction is 
a mechanical affair, due to encroach¬ 
ment on the urethral lumen by masses 
of hypertrophic tissue. Removal of this 
tissue constitutes a radically curative 
procedure. In the past it has been be¬ 
lieved that surgical removal was the 
only effective method. It is indeed a 
very effective method, thanks to the fact 
that the enlargement develops in the 
most central portion of the prostate. 
After the hypertrophic masses have 
been removed, the remaining peripheral 
portions of the prostate are able to 
shrink down and may become again a 
practically normal prostate gland. If 
the removal of the hypertrophied tissue 
is complete, the procedure does two im¬ 
portant things: first, it completely re¬ 
lieves the urinary obstruction, and, sec¬ 
ond, it practically eliminates the chance 
of recurrence. 

Of late years prostatectomy, which is 
the not quite correct name for the man¬ 
ual enucleation of the hypertrophied 
portions of the prostate, has been chal¬ 
lenged by two other methods. Tile first 
is the so-called transurethral resection, 
in which the hypertrophied masses are 
removed piecemeal through a urethral 
instrument; the second contemplates 
the shrinkage and atrophy of the hyper¬ 
trophied masses as the result of the giv¬ 
ing of some biologic product designed 
to reverse the process of hypertrophy 
which has brought about the disease. 

• Utatl at tlic Second Annual of tlic 

of Surgeon*.. Philadelphia. Oct 14, 1‘MR 


TRA N SU RET II UAL R ESECTIO N 

I shall discuss first transurethral re¬ 
section. All the instruments used in this 
procedure necessarily suffer from the 
same limitation. The urethra is fixed 
at the point where it passes through the 
urogenital diaphragm or triangular 
ligament, and for this reason the instru¬ 
ment can move only in a restricted zone, 
and can remove tissue only front a 
region roughly the shape of an inverted 
cone the apex of which is at or near 
the verumontanum. In some cases of 
prostatic enlargement, practically all the 
tissue to be removed lies within this 
cone, ns diagrammatically illustrated in 
figure 1,-1, and resection in such a case 
is entirely satisfactory. 

In a prostate no greater in size, as 
shown in figure IB, the arrangement of 
the hypertrophied tissue may he quite 
different, so that much of it falls out¬ 
side the cone-shaped area. This is true 
if the growth is extravcsicnl and extra- 
urethral. so that it bulges laterally and 
into the rectum. If the prostate is very 
large, the situation may be as repre¬ 
sented diagrammatically in figure 1C 
and D. The line !> represents tlic safe 
cutting zone, while the line P shows 
how one may run into danger if one 
extends the cutting ton far in an effort 
to remove more tissue. The arrow in¬ 
dicates the angle Ictveen the prostate 
and bladder, where it is easiest to cut 
through the capsule into tile peripros¬ 
tatic space. 

With these diagrams in mind, let us 
look at some drawings of actual pros- 

United State* CliapUr of tlic lutcrnttntital inlkuir 

‘• v & 
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tatic specimens to see how infinite is the would be needed to prevent an extrava- 
variety in shape and size. sation at the point indicated by the 

Figure 2 A, from Randall's book on arrow. In figure 3C\ much of the en- 



Fio. 1 A, diagram of a moderate-sized prostatic enlargement, mostly intravesical, and suitable lor 
resection The dotted lines show the “cutting cone.” B, diagram of a prostatic enlargement about the 
same size as that m A, but mostly extravesical. Note how much falls outside the cutting cone. .S' shows a 
safe cutting zone; if cutting is continued to the danger line D, extravasation results. C, diagram of a 
icry large prostatic enlargement. Note that nearly two thirds of the hypertrophied tissue falls outside 
the cutting cone. D. diagram of the same prostate as in C, in sagittal section. Note the large projection 
in the direction of the rectum and the danger point in the region of the seminal vesicles. 


the pathology of the enlarged prostate, 
shows what he called posterior com¬ 
missural hypertrophy. This mass has 
a pearlike shape which should lend 
itself readily to resection. Figure 2 B, 
however, from the same source, shows 
a marked extravesical enlargement 
which would be difficult to remove 
completely by that method. 

Tandler and Zuckerkandl. in their ex¬ 
cellent book on the pathology of the 
enlarged prostate, presented a number 
of sagittal sections which are most in¬ 
structive. Figure 3A, an exterior view 
of the prostate and bladder, shows again 



Fig. 2. A, posterior commissural prostatic hy¬ 
pertrophy. B, wholly extravesical prostatic hj'- 
pertrophy. The safe cutting line leaves much 
tissue behind; the arrow points to the region 
where extravasation is to be feared. (Redrawn 
from Randall.) 

the angle of danger between these, as 
indicated bv the arrow. Figure 3 B 
shows a small prostate, largely intra- 


largement falls outside the cutting cone, 
and the arrow points again to the dan¬ 
ger spot. Figure 3D demonstrates how. 
even in a large prostate, most of the 
hypertrophic tissue may lie within the 
cutting cone. In figure 3E the condi¬ 
tion is somewhat similar. In this speci¬ 
men the hypertrophied portion has been 
removed after fixation, showing what a 
cavity it excavates in the prostate. In 
figure 3F the posterior or median part 
of the enlargement falls easily in the 
cutting cone; anteriorly there is a good- 
sized mass, which might be called an¬ 
terior commissural hypertrophy, which 
would be hard to reach with the re¬ 
sector. Extravasation could also be 
caused in this region. In the gland 
shown in figure 3G, the greatest diffi¬ 
culties would again lie anteriorly, al¬ 
though complete removal posteriorly 
would bring one very near to the 
seminal vesicles. Figure 3H shows an 
extremely large gland. The difficulty 
of complete removal here is obvious. 
Figure 4 shows a carcinomatous pros¬ 
tate taken from Wallace’s study of 
prostatic enlargement. The manner of 
growth of carcinoma lends itself more 
readily to a simple tunnelling procedure. 

l_i’ I •• /% C *-> Ft Afxll 1 r* 






38 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


tales, it is better to attempt to select, 
according to definite pathologic prin¬ 
ciples, the ones most likely to permit 



Fin. 4 Carcinomatous enlargement of the pros¬ 
tate. Carcinoma uncomplicated by benign hy¬ 
pertrophy lends itself well to resection, having 
lc" tendency to bulge extravesicallv. (Redrawn 
fn.m Wallace 1 

complete or almost complete removal of 
the hypertrophied tissue, and treat the 
others by prostatectomy. If removal is 
incomplete, the clinical result is apt to 
be poor, and the chance of recurrence 
is increased. 



Fig. 5. Photograph of a hypertrophied mass, 
weighing 155 Gm., removed by suprapubic pros¬ 
tatectomy. At the left is shown 44 Gm. of tissue 
removed by resection from the same prostate a 
few months previously. The immediate clinical 
result of resection was good. 

HORMONAL TREATMENT 

In regard to the proposal to shrink 
the enlarged mass by hormonal treat¬ 
ment, I do not wish to discuss the 
underlying theory at great length. 
Most of this theory lias been built on 
observations of hypertrophies and 
atrophies experimentally produced in 
the genitalia of animals. These hy¬ 


pertrophies involve all parts of a num¬ 
ber of organs; e. g., in the rat the penis, 
the prostate, the coagulating gland, the 
seminal vesicles and the epididymis. 
In the disease in man, only the central 
portion of the prostate hypertrophies, 
the rest of the genitalia remaining un¬ 
changed or undergoing some atrophy. 
There is, therefore, much doubt that the 
two conditions are analogous. 



Fig. C. Diagram illustrating Davis’ method of 
measuring accurately the size of the enlarged 
prostate. Two panendoscopes are used, one in¬ 
serted through the urethra, the other through 
the suprapubic fistula, and a calibrated sound is 
introduced through the former into the bladder. 

A, panendoscopic view showing a special sound 
with a fenestra to go over the verumontanum. 

B, view showing how an ordinary graduated 
urethral catheter can be used, a certain gradua¬ 
tion _ being placed opposite the verumontanum. 

C, view through the upper panendoscope, show¬ 
ing how the length of the prostate may be read 
off. 

At any rate, it is a serious error to 
judge the effects of hormonal treatment 
by changes in the symptoms. The 
sjmiptoms of prostatic hypertrophy are 
extremely variable. The hypertrophied 
masses undergo constant changes in 
size, due to variations in the amount of 
secretion in the ducts and acini, and 
particularly to the degree of vascular 
congestion and edema present. A re¬ 
duction in congestion may bring about 
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a truly dramatic improvement in symp¬ 
toms, but this is very different from a 
real regression in the hypertrophy of a 
sort which might lead to ultimate com¬ 
plete cure. 

I myself have no evidence to present 
for or against the hormonal treatment. 
I do insist that claims made for it should 
be based on sound pathologic observa¬ 
tions. To aid in this, I suggest a 
method of study which would meet this 
requirement. 

MEASUREMENT OF PROSTATE 

The only sure and permanent way to 
abolish congestion in the enlarged pros¬ 
tate is to establish suprapubic drainage, 
and this must be done before beginning 
measurements. A month later, the 
gland having become quiescent, its 
length from the verumontanum to the 
tip of the median lobe should be meas¬ 
ured by inserting, under vision with a 
panendoscope, a measuring rod which 
would pass well into the bladder. The 
first calibration is placed and held ex¬ 
actly opposite the verumontanum, and 
the point at which it emerges from the 
prostatic urethra can he observed 
through a second panendoscopc inserted 
through the suprapubic fistula. This is 
shown in figure 6. This would give an 
absolutely accurate and objective meas¬ 
urement of the length of the prostate. 

Then, and only then, should the hor¬ 
monal treatment be begun. If, after 
hormonal treatment, there could be ob¬ 
served a definite diminution of the 
length of the prostate, great enough to 
rule out experimental error, there could 
no longer be any doubt that actual re¬ 
gression had been produced. I f no such 
diminution occurred, it would perhaps 
save one from further pursuit of a will 
o' the wisp. 

SUMMARY 

In addition to prostatectomy, two 
other methods of treating prostatic 
hypertrophy are discussed: transure¬ 


thral resection and hormonal treatment. 
The applicability of transurethral resec¬ 
tion depends on the region, size and 
shape of the hypertrophied tissue. The 
author describes an objective method for 
the exact determination of any regres¬ 
sion in the size of the enlarged prostate. 
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RESUME 

Traitcmcnt dc I'hypcrtrophic dc b 
prostate 

L’auteur decrit en plus de la prosta- 
tectomie deux atitres methodcs qui sont 
employees dans le traitcmcnt de 1’hypcr- 
trophie de la prostate: la resection trans- 
urethrale et 1c traitcmcnt hormonal. La 
resection trans-urethrale cst determinee 
par le siege, le volume et la forme du 
tissu hypertrophic. Le drainage supra- 
pubique pent, d'apres l'anteur, decon- 
gestionner la prostate apres Pcmploi de 
la thernpie hormouale. 

ZUSAM.M EX FASSl' N G 

Zur licliaiidhmg dcr Prostata- 
hypertrophic 

Ncbcn der Prostatektomic siml zwei 
andere Rehandlungsmethoden tier Pro- 
statahypertrophie beschricben: die trans- 
urethrale Resektion und die hormouale 
liehaiidlung. Die Reseklionsmetliode 
hangt von I .age, C.rtis-,e und Form der 
vergrdssertcn (iewehe all. Der Alitor 
glaubt. da-s suprapubic Drainicrung 
dazii die/ien hum. die Stamingscrscbei- 
iiuiigeu in der vergrdssertcn Prostata 
iiiitcr gleichzeitiger lioriiionalcr Be- 
handhmg zu beseitigen. 
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SUMARIO 

Tratamiento dc la hipertrotia prostatica 

Ademas de la prostalectomia, olros 
dos metodos de tralamiente de la hiper- 
trofia prostatica son discutidos: Resec- 
cion transuretral y tratamiento hormon- 
ico. La aplicacion del metodo de resec- 
cion transuretral depende de la region, 
tamauo y forma del tejido hipertrofiado. 
El autor describe un metodo objetive 
para la determinacion exacta de alguna 
recurrencia en el tamaiio de la prostata 
hipertrofiada. 


KJASSUNTO 

Tern/da del I’ i perl roll a prostatica 

Oltre alia prostalectomia. due altri 
metodi di lerapia deH'ipertrofia prosta¬ 
tica sono discussi: la resezione transure- 
trale e la lerapia ormonale. L’applica- 
bilita della resezione transuretrale 
dipende dalla sede, volume e forma del 
tessuto ipertrofico. L'autore descrivc 
un metodo obiettivo per la determina- 
zione esatta di qualsiasi diminuzione di 
volume della prostata ipertrofica. 


-ooo- 

VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Interesting Motion Pictures 

At the combined International Assembly ex¬ 
hibit of the Anglo-French Drug Company and 
E. Fougcra & Company, Inc. (Booths 39 to 45 
and 46 and 47). motion pictures prepared in col¬ 
laboration with outstanding surgeons will be 
shown, depicting the following: radical breast 
amputation, subtotal thyroidectomy, cholecystec¬ 
tomy, incarcerated femoral hernia, resection of 
splenic flexure of colon for carcinoma in one 
stage, uterine prolapse, retroversion of uterus, 
massive carcinoma of breast, massive incar¬ 
cerated umbilical hernia (above films by Dr. 
Harry Koster), technic of spinal anethesia (Dr. 
Benjamin I. Golden), uterosalpingography (Dr. 
Julius Tarcho), sterilization by means of cautery 
(Dr. Mortimer N. Hyams), upper respiratory 
tract (sound pictures in four reels; Dr. James S. 
Edlin, Dr. S. A. Thompson, Dr. Raphael Schil- 
lingcr, Dr. A. Q. Penta). Many original tech¬ 
nical steps are shown, and their exposition will 
be of benefit to all those viewing this unique 
exhibit. All surgeons attending the meeting are 
cordially invited. 


Sutures for Every Purpose 

Davis & Geek, Inc., will display in Booths 33, 
34 and 35 of the convention hall their complete 
line of sterile sutures, which includes a wide 
variety of interesting products especially de¬ 
signed for various situations in accident and 
emergency work as well as in general surgery 
and the specialties. A further feature of the 
exhibit will be motion pictures in full color show¬ 
ing various operative procedures and demonstrat¬ 
ing the technic of many eminent surgeons. 

-o- 

Bard-Parker Display 

Among the Bard-Parker products to be ex¬ 
hibited at Booth 10 of the International College 
of Surgeons convention hall are Rib-Back 
Blades, Renewable Edge Stainless Steel Scis¬ 
sors, Lahey Lock Forceps, Formaldehyde Germi¬ 
cide and Containers for rust-proof sterilization 
of surgical instruments, and a Hematological 
Case for obtaining blood samples at the bedside. 
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A NOMALIES in the development 
of the limbs are, in most cases, 
simple arrests or deviations of 
the process of evolution. The limbs 
appear on the two sides of the trunk 
about the end of the third week or at 
the beginning of the fourth, when the 
intestinal canal is closed and the evolu¬ 
tion of the crest very advanced. 

The ulna has four centers of ossifica¬ 
tion, one primary and three secondary 
or complementary. The primary center 
appears from the thirty-fifth to the 
fortieth day before birth and is con¬ 
temporaneous with the primary center 
of ossification of the radius, tibia and 
fibula. From the primary center there 
develops, independently of the body of 
the bone, a great part of the two ends, 
in the lower end the upper half of the 
cubital bead, in the upper end the coro- 
noid process and the two lower thirds of 
the olecranon. Of the secondary cen¬ 
ters, the lower apophysis appears from 
the sixth to the ninth year; the styloid 
apophysis and the lower lining of the 
head form from this. The upper 
apophysis appears from the fourteenth 
to the eighteenth year and forms the 
upper part of the olecranon; this is also 
a point of the olecranon (Andrieu). A 
special point has been described for the 
apex of tins apophysis ( Sappcv). 

Ossification begins in the lower end 
The ends become joined to the body of 
the hone from the fifteenth to the 
twentieth year—the upper at 15 to 16 
vears and the lower after 18. 

The congenital anomalies or mal¬ 
formations of the skeleton of the limbs 
due to osteogenic disturbances the 
causes of which arc not known occur as 
the result of the following: 1. Dis¬ 


turbances of evolution of the skeleton 
(a, abortion or ectromelia; b, hyper¬ 
trophy). 2. Disturbances of seg¬ 
mentation (a, abnormal fusion of seg¬ 
ments; b, exaggerated segmentations). 
3. Axial deviations. 4. Additional 
aberrant heteroplastic nuclei; osteogenic 
exostoses. 

In this paper I shall not discuss the 
rather complex pathogenesis of con¬ 
genital malformations, which is un¬ 
known in the majority of cases. I shall 
mention only the attempted explana¬ 
tions offered for them by the three well 
known theories: (1) arrest of embry¬ 
onic development (Potel). (2) amniotie 
compressions and (3) malpositions or 
disturbances in the rotation of limbs 
(Meckel, Geoffrey Saint-Hilaire, Dif- 
fenbach, Jeanncncy, etc.). 

A limb is schematically composed of 

(a) a rhizomelic proximal segment 
joined to the body (humerus, femur); 

( b ) a median or intermediate segment, 
consisting of two united hones (radius 
and ulna, tibia and fibula); ( c) an 
acromelic terminal distal segment 
(hands and fingers, foot and toes) 

The ectromelias may be classified as 
follows: 1. Abortion of all the seg¬ 
ments (ectromelia proper, or total 
ectromelia); this is rarely unilateral. 
2. Abortion of the rhizomelic segment 
or of that and of the intermediate seg¬ 
ment (focomelia). 3. Abortion of the 
acromelic segment (hemimelia); this 
may be total or partial. 

Besides these transverse ectromelias, 
there are cases of longitudinal ectro¬ 
melia (fig. 1), in which the abortion 
affects the intermediate hones (radius 
ulna, tibia, fibula), the acromelic seg 
mcnl being preserved in its totality 
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partially disappearing spontaneously 
(Raboud and Hovelacque 20a ). This 
constitutes segmental longitudinal 
atrophy, which is the result of an osteo¬ 
genic disturbance in which one of the 
bones evolves normally while the other 
aborts or develops incompletely. In the 
case of the forearm, the subject of this 
study, the ulna may be lacking (a) par¬ 
tially. (b) totally, (r) totally or par¬ 
tially. affecting the internal portion of 



12 3 4 



Fig. 1. Schema showing varieties of ectromelia 
(after Potel). 

the carpus and of the hand (partial dis¬ 
appearance of the acromelic segment). 

Total absence of the ulna was con¬ 
sidered exceptional by Maisonnet; 10 
Testut 22 and others have stated that it is 
a rather frequent anomaly. It occurs 
especially in males, less often, however, 
than total absence of the radius, and it 
is sometimes bilateral. It causes the 
same disturbances as those due to par¬ 
tial absence of the ulna. 

When the ulna and a part of the hand 
are lacking, there is disappearance of 
the internal portion of the carpus (the 
pyramidal, the pisiform and the unci¬ 
form bone) and of tbe middle, ring and 
little fingers or of the ring and little 
finders. 

O 


When the ulna is partially absent or 
when it is insufficiently developed, one 
observes the following: 1. Ulnar club- 
band, the hand being flexed downward 
and inward. 2. Inward deviation of the 
radius; this bone h of normal length, 
and the normal relations of the proximal 
radial end are presen ed; the deviation 
occurs inward, outward or in the form 
of an italic S. 3. Changes in the radial 
head. This mav be flattened on the 
humeral condyle, surround it and be 
luxated forward, backward or outward, 
determining anatomic changes in the 
condyle. Or it may penetrate the con¬ 
dyle and fuse with it. producing hu¬ 
meroradial ankylosis. 

Partial absence of the ulna generally 
becomes manifest at about the age of 
10 or 12 years, a period when functional 
disturbances due to tbe unequal develop¬ 
ment of the two bones become evident. 
One notes progressive limitation of 
movements of flexion and extension, 
pronation and supination. The shorten¬ 
ing of the forearm is established; this 
shortening may progress to 6 or 8 cm. 
Sometimes functional adaptation occurs. 

ANATOMY AND PATHOLOGY 

The bones are subject to defects of 
conformation which may be congenital 
or accidental. Congenital defects of 
conformation are frequent in the vertex 
of the cranium, less frequent in the 
thoracic and abdominal walls and rare 
in the limbs. In tbe bones they consist 
in lack or excess of development of the 
affected osseous parts, and often there 
are associated congenital anomalies of 
the neighboring viscera. 

The defects of conformation follow¬ 
ing development of bone often are due 
to a hypertrophy or an accidental 
atrophy, such as one observes also in 
several chronic diseases. Defects of 
conformation in the bones of the limbs 
are rare. However, the perfectly de¬ 
fined observations of teratologists, 
anatomists, pathologists and clinicians 
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have aided, as is the case in all scientific 
acquisitions, in presenting classifica¬ 
tions based on verified facts or on con¬ 
siderations derived from the study of 
these. 

It is accepted that certain defects of 
conformation are relatively frequent, 
others less frequent and some rare. On 
the basis of theoretical study compared 
with observed facts or on that of de¬ 
duction as to probable or possible patho¬ 
genesis, one can speak of defects which 
are scientifically acceptable but which 
may not have been observed, though 
they may have occurred. 

In regard to the ulna, writers have 
reported that this is sometimes absent, 
and it has been stated that absence of 
this bone is a rather frequent anomaly. 
However, in contrast to the relative fre¬ 
quency of total absence of the bone, it 
has been reported that congenita! 
atrophy of the ulna is rare. I have com¬ 
piled from numerous works on anatomy 
and surgical pathology and from reports 
in the literature a short bibliography, 
which is an important source of the 
facts cited by me. A few of these re¬ 
ports may be reviewed here. 

Pircard' 5 mentioned a case of almost 
complete absence of the right ulna. 
Rosenmiillcr observed a case in which 
the olecranon was entirely separated 
from the ulna, forming a sort of small 
patella on the posterior surface of the 
elbow. Deville" verified in the cadaver 
of an elderly man absence of tbc greater 
part of tbc diaphvsis of the right ulna, 
luxation of the upper end of the radius 
and congenital fractures and luxations. 

Dcmarquay’ cited a case in which 
most of the ulna was absent, only the 
lower epiphysis and all the upper 
epiphjsis remaining, joined to a frag¬ 
ment 5 or 0 cm. long of tile length of 
the diaphysts; between these ends about 
two-thirds of the ulna was missing, be¬ 
ing replaced by a large fibrous band, 
serving a- insertion to the interosseous 
ligament and all tile muscles which are 


normally attached on this part of the 
hone. Velpeau” cited a case similar to 
the preceding, probably the same, 
niandin* observed an ulna which did not 
reach to the articulation of the elbow. 

Maisomiet™ in his contribution on the 
surgical pathology of the limbs fur¬ 
nished no bibliography hut reproduced 
some illustrations of Testut and other 
authors. He discussed from a theo¬ 
retical point of view partial absence and 
underdevelopment of the ulna, stating 
that often the hone conserves its general 
form but is much shorter than the 
radius, and that in some cases only the 
lowermost portion may be missing, in 
which event the ulna is joined to the 
radius by a very narrow osseous liga¬ 
ment or by true bony fusion. Testut 55 
mentioned tint congenital radio-ulnar 
fusion has been observed rather fre¬ 
quently. but be reported no case of as¬ 
sociated ulnar atrophy. 

In regard to the nosologic entity of 
atrophy of the lower portion of the ulna. 
Maisonnet’* undoubtedly discussed this 
subject theoretically, in order to make 
complete the developmental plan of bis 
work on surgical pathology already re¬ 
ferred to. as this work contains no 
bibliography, no references and no other 
information as to sources (I have al¬ 
ready stated that one can speak of mal¬ 
formations scientifically acceptable but 
which possibly have never been ob¬ 
served ). 

In the case of congenital atrophy of 
the ulna which I report here, tbc lxane 
did not reach to the articulation of the 
wrist (articulation of the hand, or radio¬ 
carpal articulation). This observation 
is diametrically opposed to that of Hhii- 
ilm ( 18.17 ).* In view of what has al- 
re.adv been said, until proof to the con¬ 
trary is published one may classify these 
two original observations as follows: 

(1 ) congenital atrophy of the proximal 
portion of the ulna ( Rlandin. 1837) and 
(21 congenital atrophy of the distal 
portion of the ulna t Manzanilla. 1*1.18). 
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REPORT OF CASE 

I. M., an unmarried girl aged 16, gave a 
history which suggested hereditary syphilis, 
but there was nothing significant in the im¬ 
mediate family history. She complained of 
functional weakness,of the right arm, which 
she had observed since the age of 9 years 
and which had grown progressively worse. 

Physical examination revealed facial as- 
symetry, the left side of the face being less 
developed than the right, affecting the vault 
of the palate. The tongue had slight furrows. 
There was hypertrophy of the thyroid, which 
was not important, the condition being a col¬ 
loid, nontoxic goiter (Hertzler), a nontoxic 
adenoma (Plummer). The mental condition 
was normal. 

The right upper extremity was shortened 
3 cm. in its total length, 2 cm. of this shorten¬ 
ing applying to the forearm, and 1 cm. to the 
hand, which in addition was 0.5 cm. narrower 
than the left hand. Orientation of the axis of 
the right forearm in relation to that of the 
left was slightly downward and inward, and 
that of the right hand in relation to the right 
arm showed a corresponding deviation (ulnar 
clubhand). The circumference of the middle 
portion of the third part of the left forearm 
was 0.5 cm. greater than the corresponding 
measurement on the right. Flexion and ex¬ 
tension were normal as regards the articula- 
of the elbow, but limited as regards that of 
the wrist (articulation of the hand, or radio¬ 
ulnar articulation). 

Serum reactions were negative for syphilis. 

During one year this patient received, in 
her home, intensive treatment with calcium, 
supplemented with epinephrine. 


ROE X TGEX OGRAPIIIC FINDINGS 

Figure 2 A illustrates the change of 
form and structure in the two bones of 
the forearm, showing absence of carpal 
apposition of the lower end of the ulna. 
This bone presents a marked difference 
in diameter in the area of union of the 
middle and upper thirds as compared 
with that of the lower third. One sees 
faintly outlined in the free end the sty¬ 
loid process or apophysis, which appears 
separated from the rest of the bone by 
a joining cartilage. In addition, the 
compact internal blade of the ulna 
arouses curiosity, being greatly thinned 
in that portion which corresponds to the 


greatest diameter of the bone, present¬ 
ing in this area two kinds of cavities, 
especially a lower one close to the inter¬ 
osseous space. These cavities and a link 
of tissue of compact appearance, which 
traverses the ulna obliquely, give the 
impression of bone cysts. However, if 
one takes into consideration the other 
notable changes in the skeleton, one 
can state that these are not bone cysts 
or centers of changes of the medullary 
tissues of the bone, not very rare in 
cases of bony atrophy. On the other 
hand, the skeleton presents no altera¬ 
tion in the longitudinal dimensions in 
cases of fibrous cystic osteitis, Reckling¬ 
hausen’s disease. 




Fig. 2. A, roentgenogram showing changes of 
form and structure in the two bones of the forearm 
in the author’s case. B, appearance of the same 
bones after intensive treatment for one year with 
calcium, supplemented with epinephrine. 

One can say that the ulna presented 
changes in its distal end which made it 
permissible to classify as porosic hyper¬ 
ostosis the difference in density of the 
lower end just mentioned, which can be 
attributed to monotopic centers in the 
metaphysis. 

The radius shows a double inflection 
in the form of an italic S. but in addi¬ 
tion it must be taken into account that 
the diameter of the upper portion is less 
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than that of the middle and lower thirds. 
The axis of the hand is slightly deviated 
toward the ulna (ulnar clubhand). 

It is evident that this is a case of con¬ 
genital atrophy of the distal portion of 
the ulna, rare among the anomalies due 
to lack of development of the bones of 
the forearm, according to several 
authors; one can neither prove nor dis¬ 
prove roentgenologically the possibility 
that this disturbance or alteration in the 
ulnar development is of syphilitic, 
dysendocrinic. etc., origin. 

Though the roentgenogram shown in 
figure 2B is not rich in details of bone 
structure, it serves sufficiently to permit 
one to evaluate the disappearance of the 
cavities of the lower end of the ulna, a 
change verified after the intensive treat¬ 
ment with calcium, supplemented with 
epinephrine, which was carried out for 
a year. The calcium therapy, as has al¬ 
ready been stated, has not influenced 
possible longitudinal growth of the bone. 

TIIERAPV 

The intensive treatment with calcium, 
supplemented with epinephrine, has suc¬ 
ceeded in modifying only the zone of 
rarefaction in the lower third of the 
ulna (fig. 2.1). Roentgenologically 
and at first sight, this rarefaction could 
he erroneously interpreted, its morpho¬ 
logic features and characteristics and 
the age of the patient being considered, 
as solitary cyst of the hone, or fibrous 
cystic osteitis, the most frequent form 
of fibrous osteodystrophy. However, 
the evident congenital atrophy of the 
distal portion of the ulna and the singu- 
laritv of the fibrous osteodystrophy 
localized in the bony segment in this 
case (regional fibrous osteodystrophy), 
as well as the indisputable effect of the 
calcium, lead one to reject the interpre¬ 
tation mentioned and make tests of the 
blood calcium content superfluous. 
Even though the calcification of the 
rarefied zone is v\ulciit (fig. 2B), the 
calcium therapy had no effect whatever 


on possible longitudinal growth of the 
bone. Finally, if one considers the 
therapeutic failure as regards the osse¬ 
ous atrophy, the age of the patient and 



Fic 3 Dialling shotting operame plan of the 
author. 

the well known facts concerning ossifica¬ 
tion of the distal end of the ulna, med¬ 
ical therapy should be rejected, in un- 
opinion. 

I am firmly convinced that this ease 
belongs in the surgical category. Un¬ 
fortunately, the patient and her family 
have refused radical treatment. 

The surgical plan that 1 had sketched 
and which I hope to carry out when the 
patient and her family have become con¬ 
vinced of its necessity is as follows: 

1. Making an incision after the 
manner of Albce, on the dorsal surface 
of the atrophic ulna, extending this onto 
the lower third. 

2. Making a small incision, a con¬ 
tinuation of that of the ulna, on the dor¬ 
sal surface of the pyramidal hone. 

3. Obtaining a longitudinal hone 
fragment, after the manner of Albce, 
from the lateral or external surface of 
the tibia. 

4. Fixation of the tibia! fragment 
into die incision of the ulna and the 
pyramidal hone (fig. 3). 

Tile creation of this graft •':! 
niodifv the deviation of tile h ' 
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would more or less correct the ulnar 
clubhand. I do not doubt that the ampli¬ 
tude of movements would improve suffi¬ 
ciently to bring about a certain degree 
of functional adaptation. 

I do not consider concomitant oste¬ 
otomy of the radius necessary: it is 
logical that the shortening already men¬ 
tioned would remain. 

As an auxiliary measure one could 
use calcium therapy, giving such cal¬ 
cium fixatives as deemed desirable 
(epinephrine, parathyroid, vitamin D, 
ultraviolet radiation). 

SUMMARY 

A case of congenital atrophy of the 
distal portion of the ulna is reported; 
up to the time of writing, this is the first 
known observation of this condition. 

IHandin reported in 1837 a case of 
congenital atrophy of the proximal por¬ 
tion of the ulna. 

The author reviews the subject of 
congenital anomalies or malformations 
of the limbs, due to osteogenic dis¬ 
turbances of unknown cause, and adds 
some organogenic, anatomic and patho¬ 
logic considerations. The clinical fea¬ 
tures of his case are presented and the 
operative plan proposed by him is out¬ 
lined. 

1 wish to thank the radiologist Dr. Samuel Ruiz 
Cornejo for his interpretation of the roentgenograms 
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RfiSUMfi 

Atrophic congenitale cubitalc distalc 

On a donne a connaitre un cas 
d’atrophie congenitale cubitale distale; 
on considere que jusqu'au moment oil il 
soit presente une preuve documentee du 
contraire, il s’agit de la premiere 
observation de son genre. Blandin fit 
connaitre en 1837 une malformation 
congenitale de type diametralement 
oppose, atrophie congenitale cubitale 
proximate. 

L'auteur consigne des renseigne- 
ments sur cette classe d'anomalies on 
malformations congenitales des mem- 
bres, derivees de troubles osteogeniques 
dont nous ignorons la cause; il y ajotitc 
des considerations organ ogeniques. 
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anatomiques et pathologiques sur le 
sujet. Une relation des faits cliniques 
sur le cas est presentee et l’on expose 
le critcrium therapeutique, indiquant 
egalemcnt le traitement chirurgical 
d’accord avec un plan operatoire pro¬ 
pose par fauteur. 

ZUS •UtME.N'FASSUNG 

Kongeuitalc Atrophic Acs liistaleu 
Unties tier Ulna 

Ein Fall von angeborener Atropliie 
des distalen I’lna-Anteils xvird beschrie- 
ben; der Bericht ist die erste bekannte 
Beobachtung dieser Art von Missbild- 
ung bis zuni Zeitpunkt der Vcroffent- 
lichting. Blandin beriehtete in 1S37 
fiber einen Fall, der die entgegengesetzte 
Missbildung aufvvies, natnlich Atropliie 
des proximalen Ulna-Endes. Dcr Ver- 
fasser gibt cine Uebersiclit fiber die 
Kenntnisse, die fiber dicse Art von ange- 
borenen MissbiJdnngen, die auf osteo- 
genetisclie Storungen tmbeknnnter Ur- 
snclie ztirfickzufiihren sind, vorliegen 
und ffigt einige Ucberlegungen von ent- 
wicklungsgcschichtlichen, anatomischen 
uml patliologischen Standpunkt hinzu. 
Das klinische Bild seines Fades soxvie 
der vom Vcrfasser vorgeschlageuc Op- 
erationsplan xvird ausffihrlich beschric- 
ben. 

Sl'MVRIO 

. Urofia congenita cubital distal 

Sc da conocer un caso de atrofia con¬ 
genita cubital distal; se consider.'! que 
mientras no exista documentneibn 


probatoria en contrario, se trata de la 
primera observation tie su tipo. Blandin 
dio a conocer cn 1S37 una malformacion 
congenita de tipo diametralmente 
opuesto, atrofia congenita cubital 
proximal. 

El autor cotisigna datos informativos 
sobre esta clase de atiomalias o malfor- 
maciones congenitas de los miembros, 
derivadas de trastornos osteoge'nicos 
cuya causa ignoramos; y bace con- 
sideraciones organogenicas, anatomicas 
y patologicas sobre el particular. Se 
relatan los heclios clinicos del caso en 
cuestion y se expone el criterio tera- 
pentico, indicandosc el tratamiento 
quirurgico, de aeuerdo con un plan 
operatorio propucsto por e! autor. 

rtlASSl'NTO 

Atrofia congenita della poraionc distale 
dcll’tthta 

Un caso di questa condizionc prttolo- 
gica e riportato. A! presentc. questc e 
la prima osservazione conosciuta di tale 
tipo di malformazione. Blandin riporto 
nel 1S37 un caso di tipo opposto—atrofia 
congenita della porzionc prossimale dell’ 
ulna. I.'autore passa in rivista la pato- 
logia di questa classe tl'anomalie con- 
genite o inalforniazioni ciic sono dovutc 
a disturbi osteogenici di natural conos¬ 
ciuta. a aggitingc considerazioni per- 
sonali organogeniche. anatomiche e 
patologicbe. Le caratteristiche cliniche 
di questo caso sono presentate. con la 
procedura operativa proposta da!!’ 
aittore. 
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PHARYNGEAL DIVERTICULUM 

ONE STAGE RESECTION* 

THOMAS A. SHALLOW, M.D., F.A.C.S., F.I.C.S. 

PHILADELPHIA 


I X the past the classification ot pulsion 
diverticula existing' in the tipper ali¬ 
mentary tract has been much dis¬ 
puted. It is the purpose of this paper 
to prove conclusively, on the basis of 
my operative experience in 104 cases, 
that pulsion diverticula are all pharyn¬ 
geal in origin and eventually require 
surgical intervention. 

Xo authentic case of pulsion diver¬ 
ticulum arising in the esophagus has 
come under my observation, nor have I 
been able to find a report of any in the 
literature. 

All esophageal diverticula are trac- 
tional in origin and are due to peri¬ 
esophageal inflammatory disease. This 
type of diverticulum, except in rare 
cases, does not require surgical inter¬ 
vention. Pulsion pharyngeal diverti¬ 
cula are relativelv common and should 

o' 

be recognized more frequently. 

SITE OF ORIGIN 

For many years it ivas almost uni¬ 
versally accepted that pharyngeal di¬ 
verticula arose from Laimer’s triangle. 
This belief persisted until 1908, when 
Killian wrote his epoch-making article 
on the anatomy of the esophagus and 
pharynx. Xot satisfied with the dissec¬ 
tions done by Luschka and, later, by 
Laimer, he resolved to study the region 
of the hypopharvnx and the esophageal 
orifice. 

Much of Killian’s labor went for 
naught until Sir Berkeley Movnihan in¬ 
vestigated this area in 1927. In an 
article Movnihan corrected the errone¬ 
ous belief that pharyngeal diverticula 
arise from Laimer’s triangular area. 

* Read at the Second Annual Assembly of the 
of Surgeons, Philadelphia, Oct. 14, 1938. 


He pointed out that this area is situated 
below the lower border of the crico- 
pharyngeus muscle of the pharynx, 
hence, not in the pharynx. 

Killian further demonstrated a pos¬ 
sible area for the origin of the pharyn¬ 
geal diverticula. He showed the pres¬ 
ence of a defect below the cricopharyn- 
geus muscle, which he called a slit. 
This slit is below the cricopharyngeus 
muscle and above the esophageal fibers. 
Killian's description is as follows: "The 
slit that we see on each side between 
the pars fundi-formis and the circular 
fibers of the esophagus is a very im¬ 
portant area. Here in this slit the re¬ 
current nerve passes through to divide 
into the anterior and posterior 
branches.” Killian made no mention of 
this area in relationship to diverticula 
of the pharynx. It is cited here because 
of the work recently reported by Moym- 
han on dissections made by J. K. Jami¬ 
son. It is due to this original work, 
clone by Killian and confirmed by 
Moynihan, that I desire to establish in 
my series of cases the relative fre¬ 
quency of this site for the origin of 
pharyngeal diverticula. 

Killian’s studies also demonstrated 
that the lowermost bundle of the in¬ 
ferior constrictor muscle, which he 
called the sling bundle of the pars fundi- 
formis, is the chief dosing muscle of 
the esophageal opening. In the state 
of contraction it presses the opening of 
the esophagus together and holds it 
against the cricoid plate, producing a 
crescent-shaped opening with the con¬ 
cavity forward. In his text and by 
photograph, he further pointed out the 

United States Chapter of the International College 


48 



SHALLOW ~ PH ARYXGKAL DIVERTICULUM 


49 


influence of the cricopharyngeus muscle 
in the production of pharyngeal diver¬ 
ticula. 

The observation of Jamison, while not 
original, has crystallized knowledge of 
the subject. He observed that not only 
the inferior branch of the recurrent 
laryngeal nerve but also a branch of the 
inferior thyroid artery and vein and a 
bundle of lymphatics passed through 
this hiatus. This anatomic observation 
of Killian and Jamison explains the 
symptom of hoarseness present in nine 
of my patients. Likewise, it explains 
the presence of hoarseness which tem¬ 
porarily followed two of my operations. 
A curious fact concerning the post¬ 
operative hoarseness was that it was not 
apparent immediately after operation 
but came on gradually after the fifth 
day. The hoarseness in both cases, for¬ 
tunately, disappeared. 

That this slit is not an uncommon site 
for tile origin of a diverticulum is 
further emphasized by the frequent 
presence of a branch of the inferior 
thyroid artery crossiitg the fundus of 
the sac. I have had occasion to ligate 
this vessel in at least 35 per cent of my 
eases. I believe that the deformity of 
the fundus of the sac, as shown by x-ray 
pictures, is caused by entrance of a 
branch of the inferior thyroid artery 
into this slit. If this is so, this sup¬ 
posedly unusual site of origin for di¬ 
verticula would prove to be a rather 
common one of pharyngeal diverticula. 
Indeed, it is my belief that a diver¬ 
ticulum can arise from any portion 
of the pharynx where it is perforated 
bv a branch of the interior thyroid 
a'rlcrv. This belief is fortified by the 
origin of a diverticulum much higher 
than the cricopharvngcus muscle A 
defect of the oblique fibers in the pos¬ 
terior lateral wall of the inferior con¬ 
strictor muscle was observed as though 
it had been punched out w ith an instru¬ 
ment. The sac wn- covered w ith a thick 
muscular coat—the only diverticulum 


in this collection which had a complete 
muscular covering. The x-ray and 
bronchoscopic studies confirmed this 
high origin of the sac. The late Dr. 
Manges reported “a rather large diver¬ 
ticulum originating a little higher than 
the average, apparently just below the 
larynx.” 

Briefly, true pulsion diverticula have 
been observed by me to originate in one 
of three areas: 1. They have arisen 
most frequently from the lateral wall of 
the pharynx between the cricopharyn- 
geus muscle and the oblique fibers’of 
the inferior constrictor of the pharynx, 
either on the left or on the right. In 
four of my patients the pouch originated 
from the right side of the pharynx. 
2. The next most frequent site is the 
Killian-Jamison area. This is on the 
posterolateral wall of the pharynx, be¬ 
low the cricopharyngetts muscle and 
above the circular muscle fibers of the 
esophagus. Through this weak area the 
inferior laryngeal nerve, a branch of the 
inferior thyroid artery and a bundle of 
lymphatics pass. In this area more than 
35 per cent of the pouches arose. 3. The 
least frequent site of origin lias been 
through the upper portion of the in¬ 
ferior constrictor muscle, a site for an¬ 
other branch of the inferior thyroid 
artery. 

SYMPTOMS 

1. Dysphagia. This is the most com¬ 
mon symptom of diverticulum of the 
pharynx. It varies from inability to 
swallow liquids or solids to a relatively 
small degree of inconvenience in swal¬ 
lowing. In the beginning, when the 
pouch is small, the individual is able to 
swallow after the pouch is filled; but as 
the pouch increases in size it frequently 
assumes a position between the esopha¬ 
gus and the vertebral column, so that 
when filled it obstructs the lumen of 
the esophagus to such a degree as to 
render swallowing impossible.' 

2. Vomiting. This is a ;■ '.icr , 
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symptom. Regurgitation of food irom 
such a partially filled sac is an an¬ 
noying condition. This varies from 
immediate regurgitation, as soon as the 
sac is partially filled, to regurgitation a 
number of hours after eating. 

3. Noisy Deglutition. Many pa¬ 
tients complain of this symptom, which 
is commonly so annoying as to cattse 
the patient to eat alone. A number of 
my patients never ate in the presence 
of others or in public. 

4. Hoarseness. This is not an un¬ 
common symptom. Nine patients in 
this series complained chiefly of hoarse¬ 
ness. 

5. Tumor in the Neck. Occasionally 
such a tumor may be palpated. This 
sign was present in five patients of the 
series. Invariably a gurgling sensation 
could be detected beneath the fingers 
when the patient swallowed. 

While the symptoms described, when 
present, are helpful in leading one to 
suspect the presence of a diverticulum, 
the diagnosis is invariably made during 
roentgenologic examination. 

PROGNOSIS 

The prognosis compares favorably 
with that of any major operative pro¬ 
cedure—it is good in 98 per cent of the 
cases. The question of mortality in di¬ 
verticulum of the pharynx has under¬ 
gone a revision in recent years. Now 
diverticula of the pharynx are recog¬ 
nized early. The sac does not reach the 
dimensions that I observed in an earlier 
series of cases: consequently the pa¬ 
tient's physical condition at operation is 
better than that formerly seen. It rvas 
not unusual in the early cases to resort 
to gastrostomy preceding the operation 
for diverticulum. It have not done a 
preliminary gastrostomy on the last 
seventy-nine patients. 

MORTALITY 

1. Mciiiasfinitis. Much is said bv 
advocates of the two stage operation 


concerning the high mortality due to me- 
diastinitis which follows the one stage 
operation. Where this opinion had its 
origin I do not know, nor have I been 
able to find any record of a high death 
rate due to mediastinitis in recent j^ears. 
It has not been a complication in any of 
my 104 cases. I believe that mediasti¬ 
nitis should occur no more frequently 
with the one stage operation than with 
the two stage operation. Easy access to 
the sac and its rapid separation from the 
lateral and posterior wall of the esopha¬ 
gus are possible only when an esopha- 
goscope is in the sac. The esophago- 
scope is of invaluable aid until the neck 
of the sac is reached, and during repair. 

2. Secondary Hemorrhage. This is 
often stated as a complication of the 
one stage operation, without foundation. 
There were no secondary hemorrhages 
in this series. 

3. Recurrence of the Sac. This was 
seen in two patients of this series. Both 
were in their late sixties and had a 
poorly developed musculature of the 
pharynx. 

4. Pulmonary Complications. These 
not infrequently precede and follow the 
operation. Many of these patients have 
preoperative bronchitis as a result of 
overflowing of the contents of the pouch 
into the larynx during sleep. One of 
the three fatalities in this series was due 
to diffuse pneumonia. 

5. Renal Complications. One pa¬ 
tient, 67 years of age, died of uremia 
forty-eight hours after operation. 

6. Cardiac Complications. One pa¬ 
tient died from coronary thrombosis 
fourteen days following operation. 

7. Temporary Pharyngeal Fistula. 
This occurred in five of the early cases. 
It was obviated in subsequent cases by 
improvement in technic. 

8. Wound Infection. This seldom 
occurs as a complication. 

There is no doubt that the two stage 
operation is the one of choice when the 
surgeon either discards the aid of the 
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esophagoscope or when the aid of the 
esophagoscopist is not available. 

I believe the operation of choice 
is that which at its completion leaves the 
pharynx and the esophagus in their 
normal positions, not angulated and not 
stenosed. This operation should not 
only remove the redundant sac but re¬ 
pair the defect in the pharyngeal wall. 
This procedure was first advocated by 
Jackson, and he, in conjunction with 
Gaub, reported two cases in 1915. Since 
then the surgical technic has been en¬ 
tirely modified. The procedure which 
has been described herein is not Gaub's 
technic bin one which was devised by 
me. 

The principles of this procedure are 
as follows: (1) The pharynx and 
esophagus are left in their normal 
anatomic relationship; (2) the hernia 
of the pharynx is repaired after the sac 
is ligated, amputated and transplanted 
beneath the inferior constrictor muscle 
of the pharynx. 

TF.CHNIC OF OPERATION 

Under rectal ether, intratracheal or avertin 
anesthesia, the patient is. prepared in the usual 
manner, and an incision u* made on the side 
on which the sac presents and along the an¬ 
terior border of the $ternoma>toid muscle, 
from the level of the hyoid bone to 1 inch 
(2.54 cm ) abme the sternum and passing 
through the skin, platjsma ami deep fascia. 
exposing the anterior belli of the omohyoid 
muscle Tlnx muscle may be divided trans¬ 
versely or retracted With this incision the 
external jugular vein may be exposed and if 
so it should be divided and tied The common 
carotid artery and the internal jugular win 
are then exposed and retracted outward if 
the thyroid gland is decidedly enlarged it i> 
sometimes nece^an to ligate and cut the '•u- 
perior thyroid artery The trachea and the 
esophagus will he found lo be encased m a 
common sheath, which i-> to be incised, expos¬ 
ing the esophagus m the posterior part of Un¬ 
wound anil the trachea anteriorly After this 
incision has been made, the trachea and lbv> 
rout are retracted toward the midlinc 

The esophagosiope i- intmdtucd into the 
dherticulum. The is emptied h> as¬ 
piration thereby avoiding expressing the con¬ 


tents into the larynx. The interior of the 
pouch and the lower portion of the pharynx 
are then painted with an antiseptic solution. 
The esophagoscope is introduced into the fun¬ 
dus of the diverticulum and the sac transillu- 
minated; then the csophagoscopist rotates the 
sac into the wound. The sac is grasped with 
intestinal forceps and drawn upward and out 
ward, and the esophagoscope is withdrawn 
from the pouch. The sac is then freed to the 
junction of the diverticulum with the pharynx. 
Care must be exercised to free all muscle fiber 
from its neck. The neck of even the largot 
diverticulum is seldom inch (1.27 cm ) in 
diameter. A neck larger than this usually 
means incomplete dissection. The sac is trans¬ 
fixed at its junction with the pharynx with a 
small intestinal needle carrying no! 1 ehromi- 
cized catgut in much the same manner as a 
hernial sac is transfixed The neck of the 
sac is severed close to the pharynx. The 
stump is cauterized with pure phenol. After 
transfixation, ligation and amputation, the 
stump is cauterized and transplanted beneath 
the inferior constrictor muscle of the pharynx. 
If the pouch originates at Killian’s slit,* the 
cricopharyngeus muscle and the upper circular 
fibers of the esophagus are united. Care must 
be exercised not to include the inferior laryn¬ 
geal nerve. During this procedure of muscle 
repair, the esophagoscope is in the esophagus 
This detail is necessary in order to obvi.it. 
stricture at the csophagopharynge.il junction. 
If this precaution is followed, none of the pa¬ 
tients will require subsequent dilation of the 
esophagus 

The incision in the neck is closed in layers* 
no drainage being used except that afforded 
b,v a small piece of rubber tissue or cell silk 
placed beneath the deep fascia 

St.M MARY 

In a scries of 104 patients with 
pharyngeal diverticulum, all operated 
on by the one stage method, there were 
three deaths. One hundred and one 
patients completely recovered. None of 
the cases was complicated by mediasti- 
nitis. None of the patients required 
postoperative esophageal dilation. 

Use of tile esophagoscope prevents 
angulation, stenosis and atresia of the 
esophagus. Hoarseness is often a chief 
complaint. There are three areas of the 
pharynx from which diverticula may 
arise. 
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The one stage operation is the rea¬ 
sonable method of treatment of pulsion 
diverticula of the pharynx. The results 
depend on rational surgical procedure 
and accurate approximation of tissues. 

RfiSUMfi 

I.c Diverticula Pharynge: Resection cn 
nn Temps 

Dans une serie de 104 malades 
operes en un temps pour diverticule du 
pharynx, il y eut quatre deces. II y eut 
101 guerisons completes. Aucun cas 
ne fut complique de mediastinite. 
Aucun cas ne necessita la dilatation 
oesophagienne post-operatoire. L’em- 
ploi de l'oesophagoscope previent l’an- 
gulation, la stenose et l’atresie de 
l'oesophage. L'enrouement est le 
symptome dont se plaignent le plus les 
malades. Les diverticules du pharynx 
peuvent debuter dans trois differentes 
regions. L'operation en un temps est 
une methode raisonnable dans le traite- 
ment des diverticules du pharynx. Les 
resultats sont en rapport avec une 
bonne technique et une approximation 
exacte des tissus. 

ZUSAM.MEXFASSUXG 

Pharynxdivcrtikcl: Einzcitige 
Rescktiou 

In einer Serie von 104 Patienten mit 
Pharynxdivertikel, die alle nach dem 
einzeitigen Yerfahren operiert worden 
waren, waren 3 Todesfalle zu verzeich- 
nen. 101 Patienten wurden vollig 
wiederhergestellt. In keinem Falle war 
eine postoperative Erweiterung der 
Speiserohre notig. Die Anwendung 
des Oesopliagoskop vermeidet Knick- 
ung. Stenosis und Speiserohrenver- 
schluss. Oft ist Heiserkeit die haupt- 
sachliche Beschwerde. Der Pharynx 
hat drei Stellen, an denen sich 
Divertikel entwickeln mogen. 

Die einzcitige Operationsmethode ist 
die gegebene Behandlung in der Chi- 


rurgie des Pulsionsdivertikels des 
Pharynx. Das Ergebnis hangt von 
dem zweekmassigen chirurgischen Vor- 
gehen und der genauen Annaherung 
der Gewebe ab. 

SUMARIO 

Diverticulum de la faringe: Reseccion 
en un tiempo 

En una serie de 104 enfermos con 
diverticulum de la faringe, todos oper- 
ados por el metodo de un tiempo, 
hubieron tres muertes y ciento un enfer¬ 
mos completamente curados. Ninguno 
de los casos se complied con mediasti- 
nitis. Ninguno de los enfermos nesecitd 
dilataciones postoperativas del esofago. 

Uso del esofagoscopio previene angu- 
lacion, estenosis y atresia del esofago. 
Ronquera es a menudola queja principal. 
Hay tres areas de la faringe por donde 
diverticulos pueden presentarse. La 
operacion de un tiempo es el metodo 
logico de tratamiento de los diverticulos 
de pulsion de la faringe. Los resultados 
dependen de procedimientos quirurgicos 
racionales y aproximacion perfecta de 
los tejidos. 

RIASSUNTO 
Diverticulo faringeo 

In una serie di 104 pazienti con diver- 
ticoli faringei, tutti operati in unica 
seduta, ci ebbero 3 morti. In nessuno 
caso vi fu complicazione di mediastinite. 
In nessuno dei pazienti fu necessario di 
praticare la dilatazione esofagea. L’uso 
dell'esofagocopo previene l'angolazi- 
one, stenosi ed atresia dell’esofago. 
L'afonia e spesso 1’unico disturbo. Vi 
sono tre zone nel faringe dove possono 
prodursi diverticoli. L’operazione in 
unico tempo e un metodo ragionevole di 
trattamento. I risultati dipendono da 
un procedimento razionale ed accurata 
approssimazione dei tessuti. 
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AN IMPROVED GASTRIC CLAMP 

RICHARD A. LEONARDO, M.D., CH.M., F.I.C.S. 

ROCHESTER. N. Y. 


T HE value of an efficient clamp that crushes 
and sutures (with metal clips) the stomach 
is well recognized by many surgeons. When 
one becomes expert in its use, he may well save 
twenty to thirty minutes of operative time dur¬ 
ing gastrectomy. Besides, thorough hemostasis 
and avoidance of spilling of stomach contents 
arc obviously also of great value. I believe that 
my instrument,* which is a modification of de 
Petz’ clamp accomplishes these advantages better 
than any instrument devised, and it goes one step 
further in that it also severs the stomach after it 
has been first crushed, then sutured, and the knife 
cuts the stomach beyond the proximal double row 
of metal sutures. Obviously, since part of the 
fundus, together with the antrum and pylorus, is 
to be removed, a single distal row of metal su¬ 
tures is sufficient. On the other hand, the double 
row of metal sutures on that part of the stomach 
which is going to remain is necessary because a 
single row is insufficient for perfect hemostasis. 

I have used the de Petz clamp on numerous 
occasions, and practically every time I have 
noticed a small to moderate amount of bleeding 
from in between the single row of sutures after 
the stomach has been cut across. Not only does 
my modification provide for a double row of 
sutures, hut the double row is inserted simtlar to 
bricks jn building a wall; viz., the second row 
overlaps the unsutured portions of the first row. 
Since the two rows of sutures arc close together, 
there will be no redundance of crushed (later to 
become necrotic) stomach wall. 

I do a posterior (rctrocohc. isoperistaltic) 
anastomosis between the jejunum and the stomach. 
It is possible to do a typical Billroth II oper¬ 
ation, and in that ease one may completely bury 
the metal sutures by two rows of catgut or silk 
sutures I resort to a method winch. I bche\c, 
saves considerable time. This is similar to the 
technic pursued in the clime of Professor 
Vcrcbclv ai the Umxcrsity of Budapest. The 
angle where the metal sutures and the greater 
curvature nuet is cut off I make sure that there 
remains an opening almost 2 inches (5 OS cm ) 


long. Before cutting off this corner a rubber- 
covered clamp is placed so as to prevent bleed¬ 
ing and spilling of stomach contents. The 
anastomosis is performed at this angle. In fact, 
I insert a seromuscular catgut continuous suture 
before cutting off the corner of the stomach. 
After the corner is removed, a second row com¬ 
pletes the procedure anteriorly. A small portion 
of the jejunum is sutured proximal to the site 
of anastomosis to the suture line of the stomach 
all the way across, from the upper corner of the 
site of anastomosis up to the lesser curvature of 
the stomach, but only after the metal sutures 
have been inverted by two rows of catgut or silk 
sutures. Thus in selecting the site of the jejunum 
to be used for the anastomosis, one must make 
sure of sufficient proximal jejunum so that later 
one can sew* it to the sutured end of the stomach, 
above the site of anastomosis. 

I believe that by resorting to this procedure 
one shortens the operative time and has a more 
thorough technic. Surgical shock is apt to lie 
less. The metal sutures will later slough into 
the gastro-intcstmal tract and pass with the stool. 
They cause no inconvenience to the patient. Of 
course, the duodenum is to be closed in some 
manner, and this varies with the technic of the 
operator. 

The knife in my apparatus is removable so 
that one can do without it if preferred, but it 
seems that the crushed stomach can better he 
divided with it. 

There are other clamps with metal sutures that 
arc suitable for gastrectom>, hut most of these 
arc too large or too hulks The Hultl machine 
inserts four rows of metal sutures, hut they are 
so small and so delicate that they do not remain 
in place, they give no efficient hemostasis, and 
they are difficult to put in the machine. This 
renders it hard for the nurse to prepare the ma¬ 
chine for operation. Besides, the Hultl machine 
is very bca\y. My apparatus, especially when it is 
made with light metal, as I recommend, weighs 
only 1 pound (0.5 kg.). The de Petz clamp 
also weighs more than my clamp. In the.de 


•The el.imp which l dcxi-ed is tnamu'artim .1 hx S G Krebs Co, 351 Second Axe, New York, X. Y, 
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Pcu clamp a long rod emerges from the hack 
of the instrument, as the sutures are being in¬ 
serted into the stomach. The surgeon must turn 
a wheel which is attached to the side of the de 
Petz clamp, and as he turns it counterclockwise 
the sutures arc inserted into the stomach, be¬ 
ginning at the lesser curvature. When all the 


the other; thus the de Petz. clamp works con¬ 
siderably slower than mine. In my clamp there 
is a removable lever that (its into a special open¬ 
ing in the top of the instrument. I insert this 
lever into its socket in the upper jaw and depress 
it its full length (not more than 120 degrees ex¬ 
cursion! and then pull the ring outward (toward 



sutures arc placed, the projecting rod is as long 
as .the handles of the clamp, and caution is de¬ 
manded during the manifold manipulation of this 
apparatus if the surgeon is to avoid crushing 
injury to his hand. Besides, the surgeon must 
also divide the stomach across, and this takes 
time, in addition to that occasioned by the fact 
that the sutures are inserted in pairs, one after 


myself); this pulls on the wire and draws the 
knife all along its track, thus promptly cutting 
the stomach from its lesser to its greater curva¬ 
ture. I believe that this instrument has distinct 
advantages over all similar clamps at present 
available. 

182 Versailles Road 
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VISIT THE EXHIBITS, ROOSEVELT HOTEL 


American Sterilizer Company Products 

The American Sterilizer Company, largest 
manufacturer of sterilizers, operating tables and 
lights, will have on display in convention Booths 
24 and 25 various types of pressure and non- 
pus-sure sterilizers with the latest scientific 
it|utpme»t for automatic control and precision 
performance, the new American head-end con- 
trol operating table, the American Luminaire line 
of surgical lights, and the new and popular fully 
automatic office type sterilizer. 


New Heartometer 

The new Heartometer, a scientific precision 
instrument for permanent recording of a perfect 
pulse count and an accurate systolic and diastolic 
blood pressure reading, will be shown in Booth 17 
of the International Assembly display by the 
Cameron Heartometer Company. This instru¬ 
ment also produces a graph which records the 
condition of the nerves, valves and muscle of 
the heart, showing many heart disorders in their 
earliest and advanced stages. 




CARLOS JUAN FINLAY, PIONEER 
18334915 

V. O. CARDENAS. 1I.D. 

CHICAC.O 


C ARLOS JUAN FINLAY was horn in 1833 
in Camaguey, Cuba. At the time of his 
birth it was little suspected that modern 
times, due to rapid development of science, was 
to count him among its pioneers, with no pre¬ 
cursor to share his unique and original ideas. 
During his early years he suffered an attack of 
chorea, hut continued his studies. In 1855 he 
graduated from Jefferson Medical College, Phila¬ 
delphia, where his most influential teacher was 
John Kcarslev, an early worker on the germ 
theory of disease. Dr. Finlay visited various 
countries and increased his knowledge of medi¬ 
cine. He returned to Havana, where he mar¬ 
ried and settled down to practice medicine in 
1865. 

His first years of practice brought him not 
public hospital patients hut patients whose sor¬ 
row, poverty and needs were near to him. He 
saw them die during epidemics, of which those of 
yellow fever were the most threatening. With 
determination he began his investigations, with 
two points in mind: a dying patient and a spe¬ 
cific cause. 

Following is a transcription of the words of 
Dr. Enrique M Porto, on an occasion when th-- 
memory of Dr. Finlay was honored: ‘‘I had not 
the pleasure to share Ins work with him, hut 
perhaps I was the first to help him in some of 
his investigations, about 18S0 to 1883. I was the 
head of a vaccination center, which work 1 
shared with Dr. Antonio Diaz Albcrtini, Sr. Ont 
day Dr. Finlay presented himself to me at the 
center with a group of test lubes which contained 
mosquitoes. He had conic to ask me to allow 
him to make direct application with his test tubes 
over the xnccination pustules of the cattle on ex¬ 
hibition. and that good man, during fifteen or 
twenty dnjs, applied his test tubes directly over 
vaccination pustules to sec whether he could 
afterward produce reactions in the nvrsons to 
whom he applied the tubes Thus in 1881 Dr 
Finlax had a clear picture of ideas which he wa* 


putting into practice. I confess that I used to 
laugh at his experiments, and so did the others 
at the medical school. Today they do not admit 
it; they do not like to confess it.” 



Dr Carlo' Juan Finlay, 1833-1915 


During these carlx years of his experimenta¬ 
tions Dr. Finlay entertained new ideas, many of 
which he had to eliminate, accepting tho<c that 
conformed with science. In a very scientific wa> 
he considered the possibilities related to the trans¬ 
mission of yellow lexer He thought that climate 
and the chemical compn-umn of the atmosphere 
had a close relation with thi disease, and there¬ 
fore studied them in dttatl. and was cominccd 
that xclloxv fixer was more prcxalmt during the 
summer than during the xv niter months. But in 
the course of hi? duties he learned that ships 
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which had been fumigated and thoroughly in¬ 
spected. with no suspicious case on board, re¬ 
ported cases of yellow fever weeks later while 
sailing in colder regions. These facts convinced 
him that any theory which attributed the origin 
and propagation of yellow fever to atmospheric, 
miasmatic or meteorologic conditions must be 
considered indefensible, and that an intermedi¬ 
ary agent which was able to place itself in a 
ship or region was the transmitting factor of 
yellow fever. 

The mosquito was selected as the intermediary 
agent not from coincidence but after long ob¬ 
servation of patients and facts about the way 
the disease was contracted. Dr. Finlay’ studied 
the varieties of mosquitoes, their geographic dis¬ 
tribution. their habits and way of propagation, 
tic found that Culex Cubensis was the variety- 
most common in regions where yellow fever was 
present and observed that yellow' fever did not 
exist in regions free from mosquitoes of this 
type. He used this mosquito for his experi¬ 
ments. The female is the one that sticks the 
blood, the male feeding on vegetable juices. This 
mosquito was the ideal medium for direct trans¬ 
mission of yellow fever, and that direction be 
followed in his work. 

Dr. Finlay was impressed at the time by the 
work of Dr. Sternberg, who left a collection of 
photomicrographs showing that the red cells were 
discharged unbroken in the hemorrhages of yel¬ 
low fever, and the fact that the hemorrhages did 
not leave any apparent lesion of breakage in the 
blood vessels led him to the conclusion that yel¬ 
low fever should be sought for in the vascular 
endothelium. Observing that the disease was 
transmissible, leaving immunization in the per¬ 
sons who had suffered from it, and noting the 
phenomenon of regular order comparable with 
that present in eruptive fevers and those in w-hich 
the seat of eruption was the vascular endothel¬ 
ium, he was led to state the following conclu¬ 
sion: "Finally, on comparison of the disease to 
smallpox and to the conditions in vaccination, it 
occurred to me that in order to inoculate yellow 
fever it would he necessary to take the iuoculablc 
material from within the blood vessels of a yel¬ 
low fever patient and inject it into the interior 
of a blood vessel of the person to be inoculated. 
All of which conditions the mosquito satisfies 
most admirably through its bite, in a manner 
which it would be almost impossible for us to 
imitate." 

Three conditions are therefore necessary in 
order that yellow fever may be propagated: 1. 
The existence of a yellow fever patient into 
whose capillaries the mosquito is able to drive its 
sting, impregnating these with virulent particles, 
at an appropriate stage of the disease. 2. The 


life of the mosquito must be spared after biting 
the patient until it has a chance to bite the per¬ 
son in whom the disease is to be reproduced. 3. 
Some of the persons whom the mosquito bites 
thereafter must be susceptible to the disease. 

Dr. Finlay was a man of science and wished 
to tell the world about his discoveries through 
the most ethical and unshakable medium, so on 
Aug. 14, 1881, he presented his work before the 
Academy of Medical, Physical and Natural Sci¬ 
ence of Havana, and it was recorded in the an¬ 
nals of the Academy y-ear (17:147—169, 1881). 
This paper and many other facts about Dr. Fin¬ 
lay’s work were published by Dr. Emerson Crosby 
Kelly, of the department of surgery, Albany 
Medical College, in the Medical Classics (Febru¬ 
ary, 1938). 

To my way of thinking, Dr. Emerson Crosby 
Kelly has opened a discussion about yellow fever 
which is still far from being settled. He claims 
that yellow fever is a disease of tropical and 
subtropical countries, characterized by fever with 
jaundice, toxemia and albuminuria, and a ten¬ 
dency to hemorrhages, especially from the stom¬ 
ach. In this belief he is backed by the facts in 
grave cases of yellow fever. On the other hand. 
Dr. Finlay: Dr. Mathis, of Paris, and Dr. Fran¬ 
cisco Dominguez, of Cuba, all have claimed that 
yellow fever is a very mild disease and have ex¬ 
pressed the belief that the forms accepted by Dr. 
Kelly are the exceptions; and they arc backed 
by the undoubted fact that the immunization of 
persons of certain tropical regions was due to 
attacks of yellow fever so mild in many cases 
that these could be considered ambulatory-. Dr. 
Finlay- described all the forms of yellow fever, 
and in all his inoculations, including the five cases 
reported with his original work, he avoided pro¬ 
ducing grave cases. 

In the extraordinary session of the Academy of 
Medical, Physical and Natural Sciences of Hav¬ 
ana, on June 20, 1938, in honor of Dr. Francisco 
Dominguez, the latter said: ‘‘We, the Cubans, 
and especially the doctors, are profoundly- obli¬ 
gated to Dr. Emerson Crosby Kelly for the def¬ 
erence he showed toward Dr. Finlay-, who had 
been so many- times silenced in the United States, 
when yellow fever was discussed, and especially 
for the publication of Dr. Finlay’s first work, in 
which he announced the success of his investiga¬ 
tion, presenting the first five cases of inoculation 
by- the mosquito, in three of which the results 
were positive.” 

On Jan. 3, 1933, Dr. T. C. Stefanopoulo, in a 
communication to the Academy of Science of 
Paris, said that the frustrated form of yellow 
fever was frequent in the Negro, a form that 
had been described by Dr. Finlay. 



CROTTI—CANCER PROBLEM 
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Dr. Francisco Dominguez said to me during 
my visit to Havana last fall that Dr. Finlay’s 
work was so great and perfect that science was 
obliged to recognize it and place him in the posi¬ 


tion he deserves Let us hope for the truth of sci¬ 
ence that «e may see his name forever connected 
with yellow fc\ cr and the mosquito as an inter¬ 
mediary earning disease from person to person. 


RADIO ADDRESS 

PRESENT STATUS OF THE CANCER PROBLEM* 

AXDRE CROTTI, M.D., F.A.C.S., F.I.C.S. 

President of the International College of Surgeons 
Head of the Columbus, Ohio, Cancer Clinic 
COLUMBUS. OHIO 


O NE hundred and fifty thousand people died 
of cancer during last year in the United 
States. Since the foundation of the Co¬ 
lumbus Cancer Clinic, in 1921, up to January, 
1938, 1,372 cancerous patients applied for advice 
and treatment. Of these, 777 have died. It is 
generally conceded that at least one third of this 
frightful mortality could be eliminated if the 
laity would be fully cognizant of the cancer prob¬ 
lem as we see it today. Hence the reason for 
the educational campaign throughout the nation, 
undertaken under the auspices of the American 
Society for Control of Cancer. 

First let me state that the total incidence of 
cancer among nations varies little; what varies 
most is the organ incidence. Furthermore, dis¬ 
tribution of cancer among men and women is 
about the same. 

Cancer is not confined to the human race 
alone; it is found in animals as well, and its 
behavior m animals is about the same as in 
human beings. In both groups cancer appears 
at the same time, namely, middle age and the 
late period of life Finally, animals, like human 
beings, show a definite susceptibility of certain 
organs for cancer, but this susceptibility varies 
with the animal species. For instance, cancer of 
the breast is common m women, very common 
in mice, but practically unknown in cows, and 
cancer of the stomach is very frequent in man 
but is rare in animals. 

Is cancer on the increase’ It seems to be 
First let me divide the span of life of a human 
being into three periods, first, that from birth 
to 40 years of age; second, that from 40 to 60 
years of age, and. third, that from 60 years up. 
The cancer death rate per hundred thousand 
population in Ohio has been as follows 


Period 

From birth to 40 \cars 
From 40 to 60 (so-called 
cancer age) 

After 60 


Per 100.000 Pof-n/tifimi 

1910 

f9.ro 

81 > 

117 

142 5 

1173 

490 o 

74S2 


The same study applied to the cancer death 
rate throughout the United States brings out the 
same results, namely, that in Ohio and in the 
United States the cancer death rate incidence 
during the first period of life has increased little, 
that during the second period of life it has even 
decreased some, but that during the third period, 
namely, after 60 years of age, it has increased 
alarmingly, almost doubled. This shows that the 
cancer age is not so much the second period of 
life, namely, from 40 to 60, hut after 60. 

How arc we to explain this alarming increase? 
There is no question that our better knowledge 
of the disease, our better diagnostic facilities, 
etc., may explain that increase, but it does so 
only partly. Perhaps a good reason for the in¬ 
crease is that preventive medicine, better sanita¬ 
tion, and especially our highly efficient welfare 
organizations, maternal welfare, etc., save a 
large number of individuals and prolong their 
span of life only to carry them to the dreaded 
cancer age. It is a well known fact that coun¬ 
tries where sanitation is the poorest have a much 
lower cancer incidence than regions where sani¬ 
tation is highly developed, because people die 
much younger in the former than in the latter. 
Consider the average span of life of the Hindu, 
which is 36 years, as against the average span 
of life of the American, which is 54 years. The 
Hindu has not yet had time to reach the cancer 
age. 

Is cancer contagious? It is not The care of 
a cancer patient docs not entail any jw»mMv 
danger of cancer contamination to the attendants. 
Several scientists have even tried to inoculate 
themselves with cancer materials and have al¬ 
ways failed. So it can be truly said that cancir 
is not contagious. 

Is cancer hereditary’ It is not Th'»-e who 
contend that it is hereditary are basing their 
contentions on laboratory observations, which in 
no way represent conditions observed in the hu¬ 
man race. It has been shown by some scientists 


* This address, delivered in Philadelphia, Oct 13. 1938, at 12 00 iw»on, was broadcast over radio 
statu>n KYW 
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that by resorting to intensive “inbreeding,” to 
intermatings of brothers and sisters in mice, thus 
producing a high degree of consanguinity, can¬ 
cer incidence in mice could be brought to a very 
high degree; hence the conclusion that cancer 
is hereditary. The laboratory conditions under 
which cancer was produced in mice do not exist 
in the human race. Here the matings are purely 
accidental, governed solely by the affinity of one 
individual for another. We do not marry our 
brothers or sisters. We are not thoroughbreds; 
we are mongrels. If in mice no intensive in- 
breeding is resorted to and if reproduction is 
allowed to be again the result of chance mat¬ 
ings, the cancer incidence among laboratory ani¬ 
mals does not differ from that observed in man; 
it sinks to its average level. Thus it can be said 
cancer is not hereditary. 

Cancer is not a systemic disease. It begins 
locally, in one tiny spot, and remains local for 
awhile, and only later, sometimes much later, 
docs it spread out of its bounds to become sys¬ 
temic. This fact is the crucial point in combat¬ 
ing cancer. Indeed, if this is detected in its 
early beginning, a permanent cure can be ex¬ 
pected, if the cancer is removed early and com¬ 
pletely. Thus it can be truly said that cancer 
is not only arrestable but is curable if caught 
early. In fact, one can say that any form of 
cancer no larger than a pea can be cured with 
almost 100 per cent certainty, provided the cancer 
is removed widely. 

However, the chances for complete and per¬ 
manent cures dwindle rapidly if the size of the 
cancer is allowed to progress unchecked for too 
long a period. If. for instance, we take at ran¬ 
dom 100 patients with cancer of the breast who 
apply for treatment, in 50 the disease is inoper¬ 
able and incurable, in 30 it is operable but ad¬ 


vanced, and in only 20 is it in the early stages. 
The 50 patients of the first group arc doomed; 
little or nothing can be done for them. Of the 
30 patients in whom the disease is operable, but 
in only about 15 per cent of whom it is advanced, 
life can be prolonged for a few years. Of the 
20 patients operated on in the early stages about 
75 per cent can count upon a cure. 

These figures point the way out in a very elo¬ 
quent manner. Indeed, the only solution for the 
time being lies in the early recognition and the 
early adequate treatment of the disease. 

It is truly tragic that nature did not see fit 
to make cancer in its early beginning painful. 
If it only were! Many thousands of lives would 
then be spared every hour. Unfortunately, pain 
appears only when it is too late. 

There are, however, “warning signs” which 
when heeded may lead to an early recognition of 
the impending danger. Any sore on the skin, 
especially on the lips, which does not heal, any 
lump in the breast or elsewhere which persists, 
any abnormal discharge, bleeding from any of 
the natural orifices of the body, any persistent 
“indigestion" and loss of appetite which resists 
medical treatment, any persisting deviation from 
the normal in the intestinal function, etc., all 
these must be regarded as danger signals pointing 
toward cancer. To be sure, they may not be 
due to cancer, but it must be determined that 
the condition is not cancer. 

Only by thinking of cancer, only by bending 
all our efforts toward detecting cancer early and 
treating it early with surgery, radium and x-rays 
and also by preventing the appearance of cancer 
through dealing with the conditions which arc 
known to lead to formation of cancer can we 
hope to reduce the frightful cancer death rate 
existing today. 


-o*o- 

VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Curvlite Instruments 

Curshte. the original cold-light plastic instru- 
mest.x. to be on display at convention Booth 49 
of the International Assembly, provide directed 
diagnostic light and will not conduct heat or 
electricity. Another reason for the tremendous 
popularity of Curvlite instruments (Curvlite is 
the world's largest selling cold-light "plastic” in¬ 
strument! is the fact that they are guaranteed 
unbreakable. Manufactured by Curvlite Products, 
Inc.. 567 Third Ave.. Xew York. 


Medical Equipment on View 

Of considerable interest at the convention of 
the International College of Surgeons will be the 
exhibit of the Ohio Chemical and Manufacturing 
Company (Booth 15). They will feature the 
Hcidbrink Kinct-O-Mcter, Heidbrink Oxygen 
Tents, Helium-Oxygen Therapy Apparatus and 
the new B-L-B Inhalation Apparatus, as well as 
other equipment and accessories which this com¬ 
pany supplies to the medical profession. 
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will send deadly poisons through the system that 
calls tor the skill of the surgeon. It may he an 
affected internal organ or a death-dealing cancer 
eating away a helpless victim, or the compara¬ 
tively simple excision of a tonsil or an adenoid, 
or, perhaps, the involved surgery of the com¬ 
plex nervous system, or the intricate operation 
l,v which the race is perpetuated that needs the 
surgeon’s skill. 

Any human being who can he saved from 
physical pain or economic inefficiency is a direct 
asset to the State, and it is as an economic as 
well as an humanitarian asset that the surgeon’s 
skill must be regarded. Thousands upon thousands 
of men. women and children have been lifted 
from the depths of dependency and despair by 
the skill of the modern surgeon. The blind have 
been given sight, the crippled have been helped 
to walk and the bedridden to rise and to go 
forth comparatively, if not completely, whole as 
a result of a trip to the operating room. Ma¬ 
ternal mortality has been reduced almost as much 
by surgical knowledge as by that antisepsis con¬ 
ceived and developed by the immortal Ignatz 
Philip Semmelweis. 

Aside from major correctives such as the 
straightening of crooked spines, and the removal 
of diseased tissues or organs or the adjustment 
and repair of misplaced or abnormal organs, sur¬ 
gery has done much to alleviate human ills of 
Ksser gravity. Everywhere, and every hour, the 
sincere surgeon with his heart in his work spends 
countless hours in experiment and in research. 
Perfection of technic emanates from patient toil. 
Exchange of discoveries made in these hours of 
toil is one of the incalculable benefits that arise 
from group association, and it is because of this 
that medical and surgical men unite in groups such 
as the American Medical Association, the Amer¬ 
ican College of Surgeons and the International 
College of Surgeons. Because there is a stand¬ 
ard of ethics set and maintained by each of these 
bodies, each of which is reliable, recognized and 
standardized, it is possible for their findings to 
be accepted and used just as the housewife know's 
that when she purchases commodities of a repu¬ 
table brand that she can depend upon that com¬ 
modity for anticipated results. 

The world at large has come to know that 
health is the most dependable wealth. Gradually 
the day of the nostrum is dying. Hygiene takes 
the place of the witch’s brews of yesteryear. 
But hygiene alone cannot replace the mechanized 
science of surgery. A crooked tree must be 
made straight by some mechanical device; fun¬ 
gus growths must be cut away from an ailing 
vine. And so must the scalpel be brought into 
play when a dire abnormality, misplacement or 
destructive growth threatens the entire bodily 
structure. 


When not to operate is as essential as when 
to operate. 

The invisible line betw'een is sought constantly 
by the research workers in the realm of surgery. 
And the wider that realm, the more closely it is 
interknit by group association, the greater its 
benefaction for the human race. 

A great factor in this group association, it is 
hoped, will result from the activities of the Inter¬ 
national College of Surgeons. 

The International College of Surgeons is a 
purely scientific organization incorporated solely 
for the advancement of the art and science of 
surgery in all its branches. The chapters of the 
various countries representing the International 
College of Surgeons are free to formulate by¬ 
law's to suit the needs of their respective coun¬ 
tries and yet be governed by a central, unbiased 
body of eminent surgeons. The Members and 
Fellows of the American Chapter of the Inter¬ 
national College of Surgeons are obliged to live 
up to the code of ethics of the American Medical 
Association, and members and fellows of chap¬ 
ters of other countries must adhere rigidly to 
the codes of ethics laid down by their respective 
countries. The International College of Surgeons 
stimulates effort by awarding prizes and distinc¬ 
tions for theses and successful contributions to 
be passed upon by an outstanding committee of 
surgeons. These awards are open to any surgeon, 
anywhere in the world, regardless of nationality, 
creed or race. And it promotes through its 
International Committees, its assemblies, bulletins 
and the Journal, the dissemination of knowledge 
of the constructive surgical advances made. It 
aspires to cooperation, the creation of an inflex¬ 
ible “esprit de corps,” and staunchly discourages 
antagonisms. It is strictly nonsectarian and non¬ 
political. Its ideals are based on Pasteur’s 
aphorism: "La science n’a pas dc patrie parcc 
que 1c savoir cst 1c patrimonic dc Vliumanite, 1c 
flambeau qui cclairc 1c mondc” and its motto— 
Pro Omni Humanitatc. It is decidedly against 
arbitrary restriction of merit, is free from preju¬ 
dices and aspires to the ideal of Pahnan qui feruit 
vicrcat. 

It is free from the taint of personal gain. Not 
a single dollar has been paid to any one of the 
organization for services. The organization 
work is carried on by voluntary contributions. 
The International College of Surgeons recog¬ 
nizes the surgeon and his accomplishments and 
is not influenced by his financial, political or other 
irrelevant status. 

Surgical and hospital practice in the last • 
twenty-five years have achieved an outstanding 
eminence. One of the most effective stimuli in 
hospital standardization in the United States 
and of surgical betterment generally was in¬ 
augurated by the American College of Surgeons. 
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It is largely due to the endeavors of this body 
that the United States has triumphed as it has 
in such approximate perfection of hospital and 
surgical standardization—service that is an out¬ 
standing and virile demonstration of the ex¬ 
emplary’ progress made by surgery and by hos¬ 


pitals in their ministrations to humanity. 

Thus it is in a spirit of cooperation with all 
surgical organizations that the International Col¬ 
lege of Surgeons sets forth upon its way, for 
the relief of suffering and the benefit of all 
mankind. 


SCIENTIFIC ASSEMBLY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 

Sunday, May 21, to Thursday, May 25,1939 (Inclusive) 
Headquarters: Hotel Roosevelt, New York 


About thirty nations of Europe and the 

Americas are expected to be represented, 

SCIENTIFIC PROGRAM 

Monday forenoon and afternoon. May 22, and 
Tuesday forenoon and afternoon. May 23 
(addresses, papers, demonstrations). 

OTHER ACTIVITIES 

Sunday, May 21 . Reception for distinguished 
foreign visitors. 

Monday noon, May 22 . Group luncheon. 

Monday evening. May 22 . Formal Convocation, 
followed by buffet supper. 

Tuesday noon, May 23 . Round-table luncheon. 

Tuesday evening, May 23 . Formal banquet. 

Wednesday, May 24 . Clinic and Hospital Day. 


Thursday, May 23 . International College of Sur¬ 
geons Day at the New York World's Fair. 

Special entertainment for the visiting ladies. 
Special R. K. O. broadcast, 1,000 scats available. 
Special tickets to Hayden Planetarium. 

Motor bus tours of New York City. 

Trip to Chinatown. 

Visits to American Museum of Natural History 
and Metropolitan Museum of Art. 

Radio broadcasts by distinguished surgeons. 

The delegates of the International Congress of 
Military Medicine and Pharmacy will be our 
guests at our various social functions at the 
Hotel Roosevelt. 


VISITING SURGEONS ARE WELCOME 

FOR DETAILED INFORMATION ADDRESS DR. EDWARD FRANKEL. JR.. 
217 EAST SEVENTEENTH STREET, NEW YORK CITY 




Second Annual Assembly of the United States Chapter 

of the 

INTERNATIONAL COLLEGE OF SURGEONS 

Philadelphia, Oct. 13 and 14 , 1938 , Bellcvne-Stratford Hotel 
ANDRE CROTTI, M.D., President 
MOSES BEHREND, M.D., General Chairman 


Three hundred and eleven surgeons from 39 
states and 6 foreign countries participated. 

Dr. Moses Behrcnd appointed the following 
committees: 

Committee on Scientific Program: Dr. W. 
Wayne Babcock, Chairman; Drs. P. Brooks 
Bland, E. L. Eliason, William Bates, D. Ro¬ 
man, Walter I. Lillie, Temple Fay. 

Committee on Clinics: Dr. William Bates, 
Chairman; Drs. Thomas A. Shallow, Walter 
I. Lillie. 

Ladies’ Entertainment Committee: Mesdames 
Chevalier L. Jackson, W. Bates, W. I. Lillie. 
Committee on Publicity: Dr. Temple Fay, 
Chairman; Drs. John Royal Moore, Thomas 
A. Shallow. 

Committee on Hotel Reservations: Dr. M. A. 
Weinstein, Chairman; Drs. D. Roman, Earl 
Craig. 

Committee on Banquet: Dr. Chevalier L. Jack- 
son, Chairman; Drs. M. A. Weinstein, Earl 
Craig. .- 

SCIENTIFIC PAPERS . • 

Thursday, Oct. 13 , 2:00 p. in. 

Moses Behrend, m.d., General .'Chairman, 
Presiding 

The Meeting was called to order by Dr. 
Behrend. Invocation by Rev. William F. Fine- 
schreiber. His Honor Mayor S. Davis Wilson 
was represented by Dr. William C. Hunsicker, 1 
Director of the Public Health of Philadelphia, 
and His Excellency Governor George H. Earle 
by Dr. Edith MacBride-Dexter, Secretary of 
Health of the Commonwealth of Philadelphia. 

1. Dr. Hunsicker died January 10. 


Dr. William C. Hunsicker, Philadelphia: It 
is fitting for surgeons to convene in Philadelphia, 
as this is the birthplace of American medicine. 
To John Kearsley, a native son, belongs the 



Moses Behrend, M.D., F.A.C.S., F.I.C.S., General 
Chairman of Assembly. 

credit for acting as preceptor for young men 
desirous of studying medicine, as early as 1717. 
Dr. Thomas Cadwalader was the first surgeon 
of Philadelphia to receive his medical education 
abroad, the first to make a necropsy for sci¬ 
entific purposes and the first to use electricity in 
the treatment of disease. 
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After the building in western Pennsylvania is 
completed we intend to put in a surgical unit 
there. We are also putting one in at Mt. Alto. 

Dr. Hunsicker has told of the surgeons in the 
past. In addition. I pay my respects to Dr. 
Bchrend, to Dr. Chevalier Jackson, the outstand¬ 
ing man of the world in his specialty, and to Dr. 
Fraser, one of the noted brain specialists of the 
world. In the name of the Governor I extend 
greetings from the Commonwealth of Pennsyl¬ 
vania. 

Andre Crotti, m.d., President, in the Chair 

Gastrectomy for Various Conditions. Dr. 

John F. Erdmann and Dr. Harold E. 

Clark, New York. 

This paper appears in full elsewhere in this 
issue. 

DISCUSSION 

Dr. John j. Gilbride, Philadelphia: The 
stomach is the most frequent site of cancer. Of 
deaths from cancer in the United States for 1932 
and 1933. 25,909 were reported to be due to 
cancer of the duodenum for 1932 and 26,565 for 
1933. Cancer occurs but rarely in the duodenum, 
so these figures apply almost entirely to cancer 
of the stomach. 

Great progress has been made in recent years 
in the diagnosis of cancer of the stomach as well 
as of cancer of other regions of the body. The 
outstanding factor in management is the late 
date at which patients suffering from stomach 
disease consult a physician for diagnosis and 
treatment. Many of those patients when they 
have so-called indigestion treat themselves by 
some preparation purchased in the drug store or 
mentioned over the radio. Persons who recom¬ 
mend over the radio or otherwise medicines for 
treatment of disease should be compelled to pass 
an examination by a state board of medical ex¬ 
aminers. 

The most frequent site of cancer of the stom¬ 
ach is the pylorus. This region is accessible for 
examination, and the disease when located here 
usually produces symptoms of obstruction com¬ 
paratively early. When the disease invades the 
lesser curvature, the cardiac end or the fundus, 
diagnosis offers some difficulty because of the 
lateness of severe symptoms and the in¬ 
accessibility of the parts to physical and 
roentgen examination. I have seen and ex¬ 
amined at autopsy 3 patients with cancer of the 
fundus of the stomach that had ulcerated through 
the diaphragm and produced abscess in the 
thoracic cavity; 7 with cancer of the stomach 
near the cardia were seen and examined at 
autopsy in whom there were slight or few symp¬ 
toms of obstruction of the esophageal opening 


into tile stomach. The cancer in 2 of these cases 
spread over the stomach wall in racemose form 
and revealed only waves of thickened mucous 
membrane. 

The results of operation for cancer of the 
stomach, when the disease is mainly in the stom¬ 
ach, especially in the pyloric region, are good 
even in patients in whom the disease has ex¬ 
tended to a lymph node near the pylorus or 
caused a slight nodule in the liver; radical opera¬ 
tion may prolong life for one or more years. 

In the treatment of cancer of the stomach one 
has to contend with months or years of delay 
before the diagnosis is made. Therefore every 
person with symptoms of indigestion not defin¬ 
itely assigned to other disease should consult a 
physician. 

Dr. Benjamin I. Golden, Elkins, W. Va.: I 
wish to emphasize the value of the passing of 
the Levine tube. Within the past seventy-two 
hours I have seen three perforations, one oc¬ 
curring six weeks after an operation. For the 
past year my associates and I have passed the 
Levine tube and carried it through into the 
duodenum during operation. 

It has always been a problem to me to start 
fluid into either the stomach or the intestinal 
tract. When the duodenal tube is in place one 
is able to start fluid intake earlier than without 
it. If the intestines are working and absorption 
is taking place, one is safe in passing fluids. 

After passing a small amount of methylene 
blue and checking the kidneys by catheterization, 
if the methylene blue is found to have passed 
through the kidneys we know that the intestinal 
tract is acting in a normal physiologic way and 
therefore we feel safe in passing fluids into it. 
If methylene blue does not pass, we withhold 
fluids by mouth or through tube until such a 
time as it does. I believe that we have avoided 
many postoperative complications by this method. 

Dr. Max Thorek, Chicago: One cannot al¬ 
ways do a gastrectomy if the condition of the 
patient is precarious. Under those conditions we 
resort to surgical generalship, that is, doing as 
little as is consistent with the condition and safety 
of the patient. A Pean-Rydgier-Billroth II 
operation in its various modifications is resorted 
to. 

A great deal has been written on the so-called 
oblique gastro-enterostomy. Prof. Alexander 
Stanischeff stated that with the methods used 
today there is no such thing as an oblique stoma 
resulting. He has devised a method which he 
calls gastro-enterostomia anterior oblique, which 
is simple and which is done by grasping the an¬ 
terior wall of the stomach tangentially to the 
direction of the stomach and picking up about 
20 cm. from the ligament of Treitz a loop of 
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terior tip of the middle turbinate, frequently 
gives a few minutes’ relief of the pain; this 
measure applied frequently will help one make a 
differential diagnosis of conditions in any of the 
sinuses or in the nose. 

Dr. George J. Miller, Brooklyn: Dr. Bates’ 
method of differentiation would apply to an adult 
who can express himself and locate the ailment 
where he imagines he has it. I should like Dr. 
Bates to enlighten us as to how he would de¬ 
termine the same lesion in children on whom 
one is called to operate—those aged, 3, 2 or 1 
year, or less, as in the case of an infant 2 days 
old on whom I operated and found appendicitis. 

Dr. William Bates, Philadelphia: Dr. Miller 
has brought up a difficult phase of differentia¬ 
tion. one that has prevented therapeutic work 
from advancing with the diagnostic, because in¬ 
terpretation of pain is subjective, and to get the 
cooperation of an infant is difficult. But in cer¬ 
tain cases the tenderness overlaps the area, and 
one can pick up areas off the region of the ap¬ 
pendix, such as the buttock, the inside of the 
thigh and the area below the groin, which have 
different sensations on the two sides, even in 
young infants. 

I do not advocate the injection of novocain. 
I depend on my attempt to differentiate the 
symptoms, and on the collateral signs of disease, 
which arc sometimes slightly more marked in 
infants than in adults. 

As far as adults are concerned, with this 
method of differentiation one has a further help, 
with which I hope to put tenderness in the 
objective column. If one has a patient who is 
sensitive to pinch and to poke and who states 
that he has pain in a certain place, and one finds 
tenderness in the same place on palpation, a 
thermoscope reading will show a lower tempera¬ 
ture over the area of pain as compared with the 
opposite side. But if a patient has pain and 
does not have tenderness but says that he has 
tenderness, and if the thermoscope reading is 
the same as on the corresponding area on the 
opposite side where he does not claim to have 
tenderness, he is not telling the truth. The com¬ 
pensation board in Pennsylvania is beginning to 
take our word for this. 

Moses Beiirend, m.d.. General Chairman, 
Presiding 

Analysis of 537 Hysterectomies. Dr. James 
E. King, Buffalo. 

This paper will appear in full in the following 
issue. 

DISCUSSION' 

Dr. P. Brooke Blaxd, Philadelphia: A 
presentation of one’s personal experience is in¬ 


teresting and constructive. It is an inventory 
of what one is or is not accomplishing and should 
be practiced more frequently. By it one is en¬ 
abled to determine the presence of weak links 
in one’s technic and take steps to correct them. 
But, more important, one is enabled thereby to 
determine both the immediate postoperative re¬ 
sults and results that may occur some months 
or years later. 

If I were to review my work regarding 
hysterectomy, my figures would almost parallel 
those quoted by Dr. King, except possibly the 
mortality. The figures he quoted with regard 
to that are the lowest 1 have heard or seen 
reported for a long time. 

I know all the members were impressed with 
his reference to the character of the operations 
he performed. In the 537 hysterectomies, he 
resorted to the supravaginal operation 519 times. 
It is my custom also to do supravaginal hyster¬ 
ectomy whenever possible. I prefer it to com¬ 
plete hysterectomy because it is much easier to 
do, and I think that is the reason most surgeons 
prefer it. 

Often I find some complication in the cervix— 
some condition complicating the fibroid tumor 
or whatever may be in the uterine body. I fol¬ 
low' the same course practiced by Dr. King. If 
the cervix is extensively diseased, I do a com¬ 
plete hysterectomy. If the cervix is amenable 
to repair or to trachelectomy or cauterization, I 
precede the supravaginal hysterectomy by' sur¬ 
gical repair or cauterization. 

Dr. Peter Maras, Jersey City: I should like 
to ask Dr. King if he has a routine method of 
preparing his patients for that operation. I 
should also like to ask how often he has met with 
dehydration following his operation, and I am 
particularly interested in knowing what his post¬ 
operative routine is. 

Dr. James E. King, Buffalo: Usually if a 
patient has any indication of a constitutional con¬ 
dition, we keep her in the hospital for two days 
before operation and study the blood and urine. 
Then, if required, we induce a sweat to open up 
the sw'eat glands (I am old-fashioned enough to 
believe in this). With such treatment I have 
never seen postoperative dehydration. An ener¬ 
getic resident physician usually has a needle in 
the patient’s vein if there is danger of dehydra¬ 
tion, and, while I do not believe in that, when 
the patient is not taking water or if there is any 
evidence of lack of fluid in the body, we always, 
of course, introduce fluid under the skin. Prac¬ 
tically all the patients get w r ater in some way. 

My routine care after operation is mostly to 
leave the patient alone, and I think that is the 
best care she can get. One of my difficulties is 
with patients sent in by physicians, who usually 
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DISCUSSION 

Dr. Henry L. Picard, Philadelphia: Opera¬ 
tions on the neck have several difficulties. One 
of these is the infection prone to occur when 
one opens the pharynx. This infection is likely 
to he obstructive. The second difficulty is the 
wall of the esophagus and pharynx, which is 
so tenuous that it easily breaks down; so a sec¬ 
ondary fissure in the neck that could be closed 
after a while, when complicated with infection, 
tnay keep the patient in the hospital for a long 
period. 

Dr. Tucker's method of sttbperichondrial ex¬ 
tirpation of the larynx leaves much more tissue 
than surgeons have been accustomed to deal with 
and doubtless affords a much better barrier 
against infection; in those cases the condition 
has not extended to the superglottic region, has 
not involved the glands of the neck. This pro¬ 
cedure would seem to have a great advantage. 

Dr. Carl B. Sputh, Indianapolis: I should 
like to ask about upward x-ray treatment in the 
operation. 

Dr. Gai!Rii-:l Tucker, Philadelphia: In cases 
of cancer of malignant tumor of the larynx when 
we feel that there is no extension beyond the 
larynx we do not give radiation unless there is 
some evidence of gland enlargement. If that 
occurs later, the glands can still be removed. I 
believe that Dr. Barton, of the Mayo Clinic, was 
the first to suggest this; he said that even if 
there were glands in the neck it was well to 
take out the larynx first and remove the glands 
later. But we never give radiation unless there 
is tight growth. 

Dr. Henry Scheer, New York: I should like 
to ask Dr. Tucker whether lie has had occasion to 
use suction during the postoperative care. He 
probably knows how Dr. John MacKenty used to 
put in a counterdrainage incision at the side of 
the wound and insert small tubes, through which 
special measures and suction were applied. His 
associate. Dr. Brandon, has reduced the amount 
of counterdrainage with fewer suction tubes, but 
still uses suction postopcrativelv. 

It is a revelation to be able to see a postopera¬ 
tive wound that requires so much less post¬ 
operative care, and I should like to inquire 
whether this procedure has been applied over a 
period sufficient to enable one to determine 
whether suction might be eliminated postopera- 
tively. 

Dr. Gabriel Tucker, Philadelphia: Little 
suction is required with drains. Dr. Brandon is 
responsible for the vertical incision. I had my 
early observation under Dr. MacKenty. We tried 
the cross-incision. Then I followed Dr. Bran¬ 
don's method of the vertical incision, and the 


last step with this sttbperichondrial enucleation. 
My associates and I have used it for about ten 
years, but I have had the experience mentioned 
with the old technics. In fact, where the wound 
is sewed up sewral times, usually before final 
closure, we have put a tube all the way in the 
pharynx and used continuous suction to keep 
the saliva out while we were getting union in 
the repair. In the 4 patients we have treated 
in the last three months we have had no difficulty. 
One of these had extensive irradiation, and about 
six years after this treatment there was a recur¬ 
rence in the larynx. We took out the larynx; 
there was some sloughing, and a fistula developed. 
But after the sloughing tissue came away, we 
sewed the wound together, and the first time the 
sutures held successfully. We did not have to 
put in any drains. The reason for that is that 
all the musculature is in the front of the neck. 
There is no tension, and when one brings the 
edges together they stay together. This method 
would be especially valuable for patients who 
have had recurrence following irradiation. 

Friday, Oct. 14 , 1:30 />. in. 

Andre Crotti, m.d., President, in the Chair 

Pharyngeal Diverticulum: One Stage Re¬ 
section. Dr. Thomas A. Shallow, Phila¬ 
delphia. 

This paper appears in full elsewhere in this 
issue. 

discussion 

Dr. Charles H. Arnold, Lincoln, Neb.: Dr. 
Shallow has given a helpful discussion of treat¬ 
ment of a condition which is commoner than 
many believe. My associates and I have 
‘‘stumbled onto” a number of these cases that 
have been overlooked by physicians, in which 
the condition had gone on for years until com¬ 
plications developed which I believe Dr. Shallow 
did not mention—the complications of bronchitis, 
which often develops in such cases and occurs 
through neglect and improper examination. 

Dr. Shallow has made a valuable contribution 
in handling the condition through the one stage 
operation, because, as Dr. Crotti has well said, 
one does two stage operations sometimes to one’s 
regret, because one is subjecting the patient to a 
double risk and prolonging his hospitalization. 
Another argument for the one stage operation 
is that the second operation in. the two stage 
procedure is sometimes much more difficult than 
the first, owing to the fact that the sac is ob¬ 
structed by the recently formed adhesions, and 
it is many times difficult to locate and recognize 
it, even when it is marked, as some surgeons have 
advised, by a stitch of black silk. 
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bladder was gangrenous and had perforated at 
one point, and it was apparent from study of the 
specimen that it was ready to perforate at several 
more points. 

Dr. Max Thorf.k. Chicago: The question of 
cholecystectomy or choleeystostomy had its pen¬ 
dulum swinging vigorously a quarter of a cen¬ 
tury ago. Dr. Babcock will bear me out that 
thirty or thirtv-fivc years ago when one went to 
medical society meetings the advocates of cho¬ 
lecystectomy and those of choleeystostomy were 
violent adherents of one or the other, ft seems 
to me that the pendulum is now gradually gravi¬ 
tating to a central point, and that surgeons of 
mature judgment and experience do not suit 
the terminology to the scalpel but the condition 
of the patient to the modus operandi. 

True, as Dr. Pate has stressed, the indications 
' : >r cholecystectomy are different from those for 
ccystostomy. Unfortunately, at the present 
one finds in the literature expression of a 
.iidency to subject patients to cholecystectomy in 
the acute phases of gallbladder disease, as 
stressed by Dr. Cannadav. With all due re¬ 
spect for Dr. Cannaday’s judgment, I am in unre¬ 
served opposition to that view, for the following 
reason. If one recalls the outline given ex 
cathedra to medical students fifty years ago, one 
finds teachings that read as follows. “Never 
permit the sun to set, when you diagnose acute 
appendicitis, without removing the appendix. 
Never permit the sun to rise, when you diagnose 
strangulated hernia, without relieving that 
strangulation. Always open the abdomen in the 
following conditions: perforated lesions of the 
gastro-intcstinal tract, acute infections of the 
pancreas, acute injuries to the abdominal viscera, 
acute forms of appendicitis, acute forms of 
cholecystitis, acute forms of salpingitis” and a 
number of other conditions. 

Comparing the views of 1938 with those of 
fifty years ago. what does one find? The 
aphorism that the appendix must be removed be¬ 
fore sunset or sunrise in cases of acute appendi¬ 
citis is as true today as it was then. The 
aphorism that in cases of strangulated hernia the 
constriction must he relieved immediately is also 
as true today, as is that on the necessity of 
entering the abdominal cavity in acute perfora¬ 
tions of the viscera. In acute pancreatitis and a 
number of other conditions this also holds good. 
But in regard to acute salpingitis the aphorism 
is false, and it is not practiced in the vast ma¬ 
jority of cholecystitides. 

There arc still some eminent surgeons like 
Dr. Cannadav who advise operation for acute 
cholecystitis. But the concensus in the literature 
is not in this direction. I treat acute cholecysti¬ 
tis, invariably, as I treat acute salpingitis: I 
put the patient in Fowler's position, apply an ice 


bag to the right hypochondrium and give a seda¬ 
tive. I do not say morphea, because wc do not 
give this; we give nitroglycerin, nitrates, and 
so on. The mortality is lowered by this con¬ 
servative treatment. 

Dr. Pate stressed the need or the advisability 
of closing the abdomen tightly after classic 
cholecystectomy. Where does bile seepage come 
from? He stressed, I believe that ligation of 
the cystic duct is of paramount importance in 
avoiding bile leakage. That seems to be con¬ 
tradicted by Bakes, who showed in a series of 
400 cases that if one does a classic cholecys¬ 
tectomy and ligates the cystic duct, in the ma¬ 
jority of instances (I think it was 394 or 395 
of the 400) there still will be found some bile 
on the dressing. Bakes concluded, justly, and 
this is in accordance with my findings, that 
this bile leakage is attributable to the gallbladder 
bed and is only rarely from the cystic duct. Of 
course, if one ligates the cystic duct so power¬ 
fully. or if the cystic duct is so infiltrated, that 
it is torn through, that is a different story. 

Should one drain in clean cases? Of course, 
one can "get away with" omission of drainage. 
I have closed the abdomen after a classic cho¬ 
lecystectomy on some occasions, and nothing 
happened; but this is taking risks. As the late 
Lord Moynihan said, when asked why he drained 
his clean cholecystectomy cases, “Gentlemen, I 
don’t sec any other reason or any other explana¬ 
tion except to say that I call this a ‘conscience’ 
drain. My conscience won’t bother me in case 
something goes wrong.” Thus a cigarct drain 
is never going to hurt a patient and may save 
a life. 

Dr. Frederick M. Douglass, Toledo, Ohio: 
Dr. Pate stressed that gallbladder disease is a 
disease of more than the gallbladder, that one 
must individualize each case. I am sure that each 
of the members here knows his own limitations, 
and his study' of a case should guide him in the 
choice of procedure. To use a dogmatic pro¬ 
cedure is a mistake in surgery of the gallbladder. 

It must also be remembered that a large per¬ 
centage of gallbladders perforate; probably 3 
per cent of the gallbladders in a series observed 
by me have gone on to perforation. I believe 
that the acute case should be individualized, the 
patient prepared, and, .at the surgeon’s discretion, 
within from forty-eight to seventy-two hours, 
the procedure done. By individualizing these 
cases one will reduce the mortality' and bring 
about the results that Dr. Pate wished. 

Dr. Benjamin 1. Golden, Elkins, W. Va.: 
An old dictum states: “Once an ulcer patient, 
always an ulcer patient.” In the past few' months 
I have heard several papers on the gallbladder. 
Each stressed the technical side. However, gall- 
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tracts, particularly testosterone propionate, is 
receiving considerable clinical confirmation 
throughout the world. It is now definitely estab¬ 
lished that the follicle-stimulating hormone of 
the pituitary has the same effect in the male as 
it has in the female. In the male it affects the 
same types of cell, the seminiferous structures 
of the testicle, and the agglutinizing hormone 
affects the interstitial tissue. And the same 
effects of the follicle-stimulating hormone in 
bringing about growth of the uterine musculature 
is displayed in the prostate, giving rise first to 
diffuse hyperplasia and hypertrophy and later to 
adenomatous formation. The agglutinizing hor¬ 
mone, conversely, brings about regression of the 
adenomatous mass. 

There is one objective measurement of the 
results of such treatment, the quantity of re¬ 
tained urine. This. I believe, is a direct measure¬ 
ment When one finds in cases of benign hyper¬ 
trophy in which 150 or even 175 cc. of retained 
urine is measured immediately after careful 
urination, that retention is down to 15 or 20 cc. 
in three or four weeks and remains so. and that 
the patient instead of having to get up eight or 
nine times a night gets up only once or twice, 
this is objective evidence that the theory is sound. 
Of course, it cannot apply in cases in which the 
prostate has become fibroid, with adenomatous 
formation that has gone beyond the response of 
hormonal regression. Testosterone propionate 
acts by quieting the pituitary over function re¬ 
sponsible for overproduction of the follicle- 
stimulating hormone that induces hypertrophy. 
This, I believe, is receiving considerable clinical 
confirmation by all who employ it in a sufficient 
number of cases with an open mind and with 
the objective measurement that I ha\e mentioned 
—that of the retained urine. 

Dr. David M. Davis, Philadelphia: I dis¬ 
agree with the previous speaker. The measure¬ 
ment of the residual urine is no index of real 
regression of the enlargement of the prostate. 
Residual urine changes tremendously in volume 
from time to time in the same individual, and 
may occur in normal individuals who hate no 
enlargement of the prostate. It is an accurate 
measure of the degree of obstruction existing 
at the moment that the observation is made 
IIosvcs cr. that degree of obstruction varies tre¬ 
mendously according to temporary changes in the 
sue of the prostate induced hi such factors as 
vascular congestion and edema. 

Why Do Not Surcsimtsi. Fracturis or the 

Hip Unite \s Other Frsctvres’ Dr. 

Fred II. Alrei. New York 

This paper appears in full elsewhere m this 
issue 


DISCUSSION 

Dr. \V. E. Mow cry, Salina, Kan.: Five years 
ago I said that the chapter on treatment of 
fracture of the hip would require rewriting. 
This has as yet not been done. I recently read 
an article which stated that Dr. J. Nicoiayscn, 
of Oslo, Sweden, placed the first nail in a hip, 
so far as known, in 1879. Since then a great 
many different devices have been used. 

I sec more fractures of the hip today in young 
persons than I once did, largely on account of 
the greater number of automobile accidents. The 
mortality ranges from 10 to 20 or 50 per cent, 
depending on the age and condition of the patient. 

Dr. Albcc said that nonunion occurs in from 
30 to 40 or 50 per cent of the cases and that 
the ligamentum teres is severed, with consequent 
necrosis of the head in 20 to 30 per cent of cases. 
At the outset one docs not know which cases be¬ 
long to this 20 or 30 per cent. Again, one docs 
not know but that there may be additional blood 
supply to the head other than that afforded by 
the ligamentum teres. 

In order to establish a working basis, one may 
classify fractures of the femoral neck into those 
just below the head (proximal or intracapsular), 
those through the center (intermediate), those 
through the distal end (basal) and those ex¬ 
tending between the trochanters (intertrochan¬ 
teric). Sufficient emphasis has not been placed 
on the difference in results in relation to the site 
of the fracture One need not worry so much 
about the intertrochanteric fractures or fractures 
at the distal end of the femoral neck, as in these 
union will always occur. I think it is wrong to 
subject weak patients to immediate operation in 
the hope that union will occur and that the head 
will not he absorbed, since patients in a state of 
shock cannot stand any type of major operation 

A tremendous amount of harm results by not 
pro\ iding proper care of the patient during the 
first week or ten clays of his recuperation. In 
order to make such patients more comfortable, 
in association with better nursing facilities one 
can apply a Thomas splint with Pearson knee 
flexion, using Ktrchncr wire and extension until 
the advisability of operation or other necessary 
treatment is determined Time alone can de¬ 
termine whether or not necrosis of the head of 
the femur is developing 

I have used the bone peg on only three occa¬ 
sions On two of these there was absorption of 
the peg. with poor results, and on one there was 
bony union, with a good result 

I feel that in order to get these patients out 
more quickly, especially if they are old. and back 
m their home surroundings, one is justified in 
using some kind of a nail. I realize that lho«c 
used by Murphy and by Nicolas sen in 1879 were 
of a different type than are u«ad today.* The 
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dye was nor absorbed from the intestinal tract, 
liver damage may interfere with proper secretion 
of the dye. etc. 

Gallbladder drainage is certain!) preferable to 
removal in acutely ill patients and poor risks. 

1 think we all agree that there is less risk in 
drainage, and the end-results, so far as cure or 
relief is concerned, compare favorabh with those 
of cholecystectomy. 

The mortality of operations on the gallbladder 
is about 2 per cent. Deaths from operation fall 
into three groups: (1) that with hemorrhage, 
shock, infection, pulmonary or cardiac condi¬ 
tions, etc. (about 0.9 per cent); (2) that with 
hepatic insufficiency, beginning about the sixth 
day; (3) that with high temperature, with coma, 
and death after forty-eight hours. The mortality 
in the so-called liver deaths is about 4 per cent 
of the total deaths. 

I am particularly interested in the liver deaths. 
The liver function tests—the van den Bergh test, 
the amino-acid test and the carbohydrate toler¬ 
ance test—are of questionable value. A low 
cholesterol content may indicate liver damage, 
but not always. Cholecystography is of no help 
in determining a damaged liver. On operation, 
the appearance and feel of the liver do not help 
one to foretell a liver death, and autopsy gives 
no information. 

Dr. Thomas A. Shallow, Philadelphia: My 
experience with sulfanilamide has been so limited 
that I can draw no conclusions. 

Dr. \V. Wayne Babcock. Philadelphia: At 
one time 1 did cholecystectomy for acute gall¬ 
bladder disease. The mortality was high. I 
turned to cholecistostomy, and I thought the 
results were better; but as time went on I found 
that 1 was having too high a mortality for cho- 
lecystostomy (up to 17 per cent). Then my 
associates and I discovered that when we took 
out the gallbladder during the first week of ill¬ 
ness the patient usually lived, and that when we 
drained the gallbladder or took it out later than 
the first week, after infection had developed, 
higher mortality resulted. 

We have been removing the gallbladder in the 
first week, and the results have been excellent. 
After the first week, or if there is evidence of in¬ 
fection around the gallbladder, a possible begin¬ 
ning abscess, we have come to be afraid of im¬ 
mediate drainage and do a stage operation We 
put a large glass chimney down against the gall¬ 
bladder of a patient who has entered the hospital 
about nineteen days after the onset of an acute 
inflammation, with the omentum so plastered 
against the gallbladder that we realized that if 
we tore it off the gallbladder would probably 
rupture where it had perforated underneath. In 
three days we shall burn a hole through the glass 


tube and drain the bile, and a little later wc shall 
take out the stones; if necessary, we shall take 
out the gallbladder at a later time, if the patient 
is not relieved or if we do not get all the stones 
out. So we think the problem of acute gall¬ 
bladder disease is solved for us. 

I have just come from a staff conference in 
which the question of preparing patients with 
jaundice for operations on the gallbladder arose. 
The preliminary administration of vitamin K 
with bile salt, and perhaps fats, was mentioned. 
This seems to be of value. Calcium and blood 
transfusions alone have not in the past given 
freedom from postoperative hemorrhage in all 
cases, as 1 patient in 3ft with jaundice will bleed 
too much, and about 10 per cent of such patients 
have been dying despite the older remedies. I 
should like to ask Dr. Tate whether his experi¬ 
ence with vitamin K has paralleled that of some 
of the physicians around here. 

Another phase that has interested me is the 
colics that come on after removal of the gall¬ 
bladder, which may be due to small stones, such 
as one does not find in the ducts. I have found 
it helpful to give the patients (I recall one 
woman, particularly, a morphine addict), cer¬ 
tainly those with repeated frequent colic, 5 to 10 
units of insulin twice a day. I have seen re¬ 
markable improvement and an apparent cure 
from this simple medication. Perhaps the re¬ 
sults were brought about by changing the me¬ 
tabolism in the liver. 

Like the other speakers, my associates and I 
drain the gallbladder, using a small rubber tube, 
which is pulled out the second day unless bile 
is flowing. For years we closed the incision 
tightly, unless there was some infection. Then 
wc lost a patient on whom the operation seemed 
simple, from bile leakage; that was a lesson. 
The small tube does not always let one know 
that the patient has an internal hemorrhage or 
loss of bile, but I think it usually does, and, as 
has been said, it gives mental comfort. 

Pathologic Basis for thf. Treatment of Pros¬ 
tatic Hypertrophy. Dr. David M. Davis, 
Philadelphia. 

This paper appears in full elsewhere in this 
issue. 

r DISCUSSION 

Dr. Vincent A. Lapenta, Indianapolis: The 
subject which Dr. Davis’ paper brought up is of 
extreme importance because of the present popu¬ 
larity of the hormonal treatment. Everything 
that is so new in concept naturally will have to 
be carefully evaluated. The experimental work 
of Dr, McCullough on hypertrophy of the pros¬ 
tate in animals and the effects of testicular ex- 
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easiest method is the one that is many times 
selected, and I wish to take issue with that at¬ 
titude. 

Apparently I did make the point that the head 
of the femur, when the fracnm is through the 
central portion of the neck is es^ntialK a joint 
mouse. If it is a joint mouse \h.u chance docs 
one have to put Kirshmrs wins iic., through 
it and get it to unite to tht shape of the bone? 

I do not see how the type nt nnul is germane 
to the discussion. Tbi point J made was that 
the treatment of the central portion of the neck 
of the femur should he based on three needs. 
The first requirement is mobilization. The kind 
of metal used has not much to do with that. 
But there are two other requirements perhaps 
equal in importance, namely, bringing a blood 
supply to the bend of the femur, and bringing 
about bone growth—callus-forming capability— 
for the fracture junction 
The metal now used is better tolerated than 
that formerly used, in mam instances, hut it is a 
foreign body. I did a tremendous amount of 
work in the army, taking out pieces of shrapnel 
and other shells I do not believe the metal nail 
is much different; whether it is covered with 
chrome plate or not. it stimulates infection and 
destroys tissues. 

The difference between transtrochanteric frag¬ 
ments and fractures of the central portion of 
the neck of the femur has been mentioned. When 
there is a fracture through the trochanter, this 
unites, and one can put such fractures in the 
same classification as a fracture in the shaft of 
the bone lower down, or a fracture of the tibia. 
The fracture comes so that it splits the soft 
portion into two parts, one attached to the inner 
fragment, and the other to the outer fragment, 
and those soft parts serve as conducting scaf¬ 
folds of blood supply to both fragments. But a 
fracture 2/3 to 3/4 inch { 1.7 to 1.9 cm.) farther 
in would be completely within the hip joint, and 
the only possible source of blood supply would 
be from the ligamcntum teres. 

CLINICS 

Thursday and Friday, October ij and if 
Temple University Hospital Unit 
Genera! Surgical Clinics 
Dr. G. Mason Astlcy* General surgical clinics. 

10 to 12 a. m., October 13. 

Dr. W. Wavnc Babcock; General surgical 
clinics. 8 to 12 a. m., October 13 and 14. 

Dr. John Royal Moore Femoral shortening for 
equalization of length of lower extremities. 
Shelf operation tor congenital dislocation oi 
the hip Anterior positioning tor congenital 


dislocation of the hip. October 14 at Shfillers' 
Hospital 

Dr. J. Norman Coombs: General surgical opera¬ 
tions, Pcritoncoscopv. 9 to 12 a. m., October 
13 and 14. 

Humicur Smgery 

Dr. \\ Emory Burnett: Thoracic surgery, 10 to 
12 a m., October 13 and 14, 

Dr. Louis Cohen: Clinic on compression therapy 
m pulmonary tuberculosis and demonstration 
of pneumothorax refills, fluoroscopy of pneu¬ 
mothorax patients, 9 to 12 a. m., October 13. 

Gynecologic Surgery 
Dr. Harry Duncan. 

Rectal Surgery 

Dr. Harry E. Bacon: Rectal clinic, 10:39 to 12 
a. m.; operative clinic, 3 p. m. t October 14. 

Ophthalmologic Clinic 
Dr. \V, I. Lillie. 

Dr. C. L. Jackson. 

Otologic Clinic 

Dr. Matthew- S. Hrsner: Otologic surgery, 2 to 
4 p. m., October 13. Dry clinic, 2 to 4 p. m„ 
October 14. Also, discussion: Surgery for 
the deaf (otosclerosis). 

Jefferson Hospital Unit 
Plastic Surgery 

Dr. Warren B. Davis: Maxillo-facial surgery, 

9 a. m., October 13, 

Gynecologic Surgery 

Dr. P. Brooke Bland: Plastic operations, 10 
a. m., October 13. 

Dr. Brooke M. Anspach; Treatment of myoma 
uteri, 11 a. m„ October 13. 

GcnitO'C/rinary Surgery 

Dr. David M. Davis: The importance of ure¬ 
teral obstruction in urology, 12 a. m., October 
13. 

Radiology 

Dr Karl KornMum: Some important considera¬ 
tions in cholecystography, 9 30 a m., Octo¬ 
ber 13. 

Otologic 

Dr, Horace J. Williams: One or two radical 
mastoidectomies, 10:30 a. m. 

Orthopedic Clinic 

Dr. Arthur J. Davidson: Orthopedic, 9 a. m., 
October 14. 
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improvement in steel with greater knowledge 
concerning the tolerance of tissue to various 
kinds of steel has made nails more useful. To¬ 
day I saw Dr. Wayne Babcock sew the perito¬ 
neum with steel wire which he used throughout 
in the fascia and various layers of the abdominal 
wall. I do not believe that steel wire obtained 
thirty or forty years ago could have been thus 
used. 

The Whitman treatment of extension, abduc¬ 
tion and internal rotation necessitates placing 
the patient in a cast for weeks, which frequently 
he \\ ill not stand. 

The nail that my associates and I have used 
in about 15 cases has been the Austin Moore type, 
selected because we felt that it would destroy 
less tissue and still bold the hip in good position. 

As Dr, Albee has well said, one does not need 
many gadgets in order to nail these hips, once 
one gets bearings. By connecting the antero- 
supenor spine of the ilium and the symphysis 
pubis with an imaginary line, and intersecting 
its center, a valuable landmark is established. An 
incision is made over the greater trochanter, 
lust at its base will be found a small fiat tri¬ 
angular space from which may be started a nail 
or drill directed upward toward the landmark 
established in the center of the intersected line. 
One will be surprised to find how frequently the 
drill or nail will be exactly in the center of the 
neck of the femur. 

Dr. W. P. Sammons. Wheeling. W. Ya.: Rup¬ 
ture of the hgamentutn teres is difficult to diag¬ 
nose. We often get good results without ab¬ 
sorption of the head by Whitman’s method and 
other methods of close reduction. 

Dr. Albee sees hundreds of these fractures, 
w herons the general surgeon sees only a few. 
And it is a pity, as Dr. Scndder brought out a 
few years ago. that treatment of fractures of 
the hip. as well as some other fractures, has 
never been standardized. With the advent of 
the "machine age" and rapidly moving forces 
these fractures are increasing daily. The gen¬ 
eral surgeons of the small towns are receiving 
their quota of these fractures. 

The technic of open reduction must be made so 
simple that the general surgeon can apply it. On 
a. recent trip to the European clinics 1 visited 
Prof. Arthur Chance at Dr. Steven's Hospital in 
Dublin. Mr. Chance used Sven Johansson's 
method—a modification of Smith-Peterson's 
method with Johansson's complete equipment of 
special instruments. Mr. Chance, with the co¬ 
operation of the roentgenologist, made the opera¬ 
tion of open reduction seem easy. I witnessed a 
similar technic in Bohler's clinic in Vienna. This 
was carried out without the special instruments 
Ol Tohnn^son. Apnin. 1 eaw Prntescnr Vnnrrtpn- 


method similar to that of Dr. Albee. Noordenb 
made the statement that he had about 20 per ce 
failures due to absorption of the graft and i 
the head. He keeps his patients in bed and in 
cast for three months. He further stated th 
he has seen refractures after four months. 

In my locality (the Pittsburgh district) v 
think that nailing, with Johansson's modificatic 
of the Smith-Peterson nail, is simple and pra 
tical. Three to five Kirshner wires are drilb 
into the head of the femur. Theoretically, tl 
trauma of the numerous wires in the femor 
head will help the blood supply. A check of tl 
position of the wires is made by x-ray while tl 
patient is on the table. The most accurate wir 
as revealed by an anteroposterior and later 
x-ray view, is left in place; the others are r 
moved. We then drive Johansson's nail over tl 
Kirshner wire as a guide. The fracture is ir 
pacted by the final blow on the nail. A fin 
check is made by the x-ray before the patie 
leaves the operating room. Immobilization' wr 
plaster is unnecessary. The patient can be t 
in a chair in a few days, and six weeks in tl 
hospital is the average stay. 

We think this method is simple and practic 
in that it requires only the average hospit 
equipment and can be done rapidly by the gener 
surgeon of average skill. 

Dr. Peter Maras, Jersey City: Dr. Albee h; 
called attention to the fact that one cannot a 
complish a perfect result after the head of tl 
femur is absorbed. He does, however, recor 
mend that when the tissue is fresh the resr 
should be attempted. 

One should be conservative. But what excu 
or explanation can one give for situations 
which a physician has done nothing, let the boi 
decay and then attributed the result to whatev 
struck his fancy? That is the reason for tl 
poor results in some of the cases. So the fa 
should be stressed that repair is better done fir 
than last. One must consider the cost to i: 
dustrv. to say nothing of the disability to tl 
patient. 

Dr. Fred H. Albee, New York: I do n 
wish to go on record as opposed to “hardware 
but I do wish to make the point that if “har 
ware” is permissible for fractures other th; 
that of the central portion of the neck of tl 
femur. I do not believe it is permissible the 
except on rare occasions—in a very old case i 
some similar instance. 

It has been mentioned that it is easier to u 
metal than something that might be a little mo 
difficult. One does not apply that yardstick 
surgery of the gallbladder or to urologic i 

nnlmnntirv ciircr*>rv timer* rlavc Ttio main tmnli 


Ut r fixes .txn CONGRESSES 


In case of absentt or j-.m. u$». i„ „ f ih. ll ii m * 
of Delegates the hoard of 7>,.f . , ,. r the <7, lo'ral 
Assembly shall contiiiate I'n. ,/j I 
lion of the Colletn 

The aforementioned i ( wi/iirj, > , a-tre umini- 
mously carried 

The audited R< foils <•) flu I'm,nit ml State¬ 
ments of the Colley \uti read .»ml unanimously 
approved and accepted 

Election or Intern vijon \l Orncrus Tem¬ 
porary Chairman Dr. Vincent A Lapenta ap¬ 
pointed the following nominating committee - 
Dr. Julian C\ Pate Tampa. Fla. ■ Dr Benjamin 
X. Golden, Elkins. \\ Va.. Dr Charles H 
Arnold, Lincoln, Neb 

The following zee re noimtuifrii und mutmwoKi/y 
elected International Piesidcni, Dr Andre 
Crotti, Columbus, Ohio. /nU inational President 
Elect, Dr. Fred H Albee. New York; Interna¬ 
tional Vice Presidents, Prof. Rudolf Nissen, 
Istanbul, Turkty: Prof A Mario Dogliotti, 
Catania, Italy, Prof Alexander Stanischeff, 
Sofia, Bulgaria, International Treasurer, Dr. 
William Seaman Bambridge, New York; Inter¬ 
national Secretary General fro tan. Dr, Max 
Thorck, Chicago, Regional Secretaries General: 
for Europe, Prof Dr. Albert Jentzer, Geneva, 


Switzerland, for Asia, Prof. J. C. McCracken, 
Peiping, China; for Mexico, Prof. I)r. Manuel 
Manzamlla, Mexico City; for India, Dr. M. M. 
Cruickshank, Bomba) - , 

Board of Trustees: Drs. Andre Crotti, Fred 
H. Alhee, Arnold Jirasek, Rudolf Nissen, Mario 
Dogliotti. 

Other vacancies to be filled at the next meet' 
utg of the International body. 

International Meeting. Following a dis¬ 
cussion as to the place of meeting, it was de¬ 
cided by unanimous vote to meet in New York 
City, from May 21 to 25, 1939. 

Adjournment 

ASSEMBLY BANQUET 
Friday, October ij, 7:50 /•. in.. Hotel U’aneich 

Dr. Moses Bchreml presided as toastmaster, 
invocation being pronounced by Rev. E. A. E. 
Palmqiiist . 

Dr, Andre Crotti delivered his presidential 
address and conferred degrees on the candidates. 
Dr. Wilrncr Krusett was the speaker of the 
evening. 


VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Stop for Refreshment 
Surgeons visiting the International Assembly 
exhibits arc invited to visit Booth 21 and enjoy 
a refreshing drink of Kalak Water. Ask the 
KaJak representative to explain the buffer value 
of Kalak, and how this delicious, sparkling, neu¬ 
tralizing water may be employed to add to the 
comfort of the surgical patient. 


Holland - Rantos Features 
IIolland-Rantos products, the Korotnex dia¬ 
phragm and jelly, and their newer items, the 
II-R Emulsion jelly ami Koromex diaphragm in¬ 
troducer, will he on display at convention Booth 
29. Please he sure to call and get your compli¬ 
mentary copy of the “Physician’s Guide.” 


J. Sklar Exhibit 

The J- Sklar Manufacturing Company will ex¬ 
hibit tn convention Booths 33. 34 and 35 new 
suction and pressure apparatus, including the 
Improved Tompkins Portable Rotary Compres¬ 
sor, the Dc Luxe Tompkins, the new Imperatori 
apparatus for car. nose and throat work, Balks' 
Ideal Unit and Moorhead Unit for office am! 
clime, and the new, improved he.uy duty hos¬ 
pital model of the Bellevue Suction and Pres¬ 
sure Unit. They will also show their Stainless 
Steel Surgical Instruments, as well as Davidson's 
Pneumothorax Apparatus the S«rtM Blood 
Tr.tnsfuscr. etc. 
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IOURXAL OF THE 1XTERXAT10XAI. COLLEGE OF SURGEONS 


Obstetrics 

Dr. Norris \V. Yaux: Sodium atnytal in con¬ 
trolling the convulsions of eclampsia. 10 a. m., 
October 14. 

General Surgery 

Dr. Thomas A. Shallow: Para-esophageal 

diaphragmatic hernia or carcinoma of the 
rectum. 11 a. m.. October 14. 

Ophthalmologic Clinic 

Dr. Charles E. G. Shannon: Chronic simple 
glaucoma, 10:30 a. m.. October 14. 

Philadelphia General Hospital Clinic 

Thoracic Surgery 

Dr. Moses Bchrend; Dr. Richard H. Meade. Jr.; 
Dr. Rubin Lewis: Dr. Albert Behrend: Extra¬ 
pleural pneumothorax thoracoplasty, 9 to 10 
a. m.. October 13. 

General Surgery 

Dr. J. C Howell: Carcinoma of the breast, 
10 to 11 a. m., October 13. 

Dr. L. K. Ferguson: Clinic on hernia surgery 
of lower rectum and anal canal. 11 to 12 a. m., 
October 13. 

Dr. llublev R. Owen: Dry clinic—fractures, 
10 to 11 a. m., October 14. 

Dr. I’. A. McCarthy: Arterial surgery, 9 to 
10 a. m.. October 14. 

Dr. William T. Lemmon: Diseases relieved by 
operation on hypogastric plexus. 11 to 12 a. m., 
October 14. 

St. Lukes and Childrens Hospital Unit 

General Surgery 

Dr. D. Roman: Operations on the thyroid gland. 
Cancer of the colon. Cancer of the breast. 
9 to 12 a. m.. October 13 and 14. 

Gynecologic Surgery 

Dr. L. Averett: Vaginal hysterectomy. Plastic 
surgery. 9 to 12 a. m.. October 13 and 14. 

University Hospital Unit 

Dr. E. L. Eliason. Director: General surgery. 
Dr. 1 . S. Ravdin: General surgery. 

Dr. A. Randall: Genito-urinary surgery. 

Dr. F. F. Keene: Gynecologic surgery. 

Dr. F. C. Grant: Xeurosurgery. 

Dr. Gabriel Tucker: Bronchoscopy. 

Dr. George M. Coates: Otolaryngology. 

Dr. A. Bruce Gill: General surgery. 

Dr. L. K. Feramson: General surgery. 


Hahnemann College Unit 

Dr. Earl Craig. Director: Gynecologic surgery. 
Dr. G. Van Lennep: General surgery. 

Dr. Leon Ashcraft: Genito-urinary surgery. 

Dr. Thomas Doyle: General surgery. 

Dr. Frank Xagle : Eye. 

EXECUTIVE SESSION OF THE INTER- 
XATIOXAL COLLEGE OF SURGEONS 

Abstract ok tiie Minutes 

Friday, Oct. 14 , 5:00 p. m. 

Constitution and By-Laws. The meeting 
was called in accordance with Article I, para¬ 
graph 3, page 13. of the statutes as registered 
in Bern and in the twenty-seven cantons of 
Geneva. Switzerland, by the Director General, 
to pass on the new Constitution for the Inter¬ 
national College of Surgeons, copies of which 
had been submitted to the entire membership. 
The votes received were practically unanimous. 

.4 motion properly placed and seconded for 
ratification and adoption of the new Constitution 
and By-Lazos teas unanimously carried. 

The following Resolutions were then intro¬ 
duced for consideration and vote: 

Be It Resolved, That Article IXc of the pres¬ 
ent Constitution and By-Laws, presently adopted, 
in view of its ambiguity, shall read: 

The International Officers shall be as follows: 
first, the International President: second, the Inter¬ 
national President Elect; third, the International 
Vice Presidents, three to five in number; fourth, the 
International Treasurer; fifth, the International Sec¬ 
retary General. 

That to Article 1 Xb the following be added: 

The world at large shall be divided into regions or 
continents, such as Europe, the Near East, Asia, the 
American Continents, etc. 

At the head of each region there shall be a Re¬ 
gional Secretary and Treasurer. The number of 
Regional Secretary-Treasurers shall be dictated by 
the needs of the moment. 

Article /.V c: The governing bodies shall be, first, 
the House of Delegates; second, the Board of Trus¬ 
tees; third, the International Executive Council. 

Be It Further Resolved, That to the present 
statutes under Article IV, having as recognised 
specialties eleven enumerated, a twelfth be added, 
to be known as "Proctology.” 

Be It Further Resolved, That in Article XIII, 
Executive Council, paragraph 1, the world “five” 
be substituted for the word "three” and the word 
“General” be substituted for the word "Execu¬ 
tive.” 

That to Article X, Legislative Body of the 
International College of Surgeons, immediately 
following paragraph 3c, paragraph 4 be added, 
to read as follows: 
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JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


PRESIDENTIAL ADDRESS 

AXDRE CROTTI. M.D.. F.A.C.S., 
F.I.C.S. 

Retiring President of the United States Chapter of 
The International College of Surgeons 
COLUMBUS, OHIO 

In behalf of the International College 
of Surgeons, let me first extend to you 
all a hearty welcome. Especially, do I 
wish to assure the Philadelphia Commit¬ 
tees. which have arranged this wonder¬ 
ful program for the second annual meet¬ 
ing of the United States Chapter of the 
International College of Surgeons, that 
it has incurred the most profound grati¬ 
tude of the College. In this respect, Dr. 
Moses Behrend, who acted as General 
Chairman, is entitled to great credit for 
this splendid success. Aided by his vari¬ 
ous able committees he has organized 
a brilliant meeting that it will be long- 
remembered. 

We are indeed grateful to His Ex¬ 
cellency, the Governor of the Great State 
of Pennsylvania, for his message of wel¬ 
come transmitted to the College through 
his charming representative, Dr. Edith 
McBride-Dexter, Secretary of Health. 

In behalf of the college, it is my duty 
and pleasure also to thank Dr. William 
Hunsicker. Director of Public Health, 
Philadelphia, representing the Honor¬ 
able Mayor of the city of Philadelphia, 
lie delivered to the College a most in¬ 
teresting review of the medical achieve¬ 
ments of Philadelphia in the past history 
of medicine. 

Also, 1 am desirous to assure the man¬ 
agement of the Bellevue-Stratford Hotel 
that the College is grateful for all the 
kindnesses and efficient services received 
during the meeting. 

Since I have the honor to address you 
as retiring President of the United 
States Chapter of the International Col¬ 
lege of Surgeons, permit to review with 
you what has been accomplished during 
the two years of my administration. 

First of all. let me define once more 
what the College really is. and what it 
stands for. 


As I said last year, in my Presic 
address, the word “ College” \ 
school, work, study. College \ 
teaching. It means imparting \< 
edge to its adherents. The idea 
"loosely-jointed'' organization, 
meets only once in a while and 
sight of its members during the in 
is foreign to the idea of the Collet; 
cause " College ” means sustained c< 
with its various members not oi 
yearly intervals, but throughou 
whole year. 

Xow, to those of you who havi 
and read the first issue of the Tn 
tions of the International Colie 
Surgeons, and who have take 
trouble to read the new Constitute 
By-Laws, it must be perfectly clea 
these aims are to be attained. 

Xot only the bi-annual meetir 
the General Assembly of the In 
tional College of Surgeons, not or 
annual meetings of the various 
lers of the College, not only the 
nual or multi-annual sectional me 
in the various parts of a given co 
not only the publications of the I 
actions will be a means of sustaine 
cational contact among the g 
membership of the College, but v 
that the goal to be obtained will l 
ter secured by the formation of C 
Groups or Guilds. In my last 
presidential address I referred to 
as organized postgraduate course 
surgical clinics conducted at sp 
intervals, at which the leaders will 
some of the finer points of surgery 
new Constitution refers to them n 
Clinical Groups or Guilds. 

These clinical groups are to be 
lished in the various parts of a 
country. Their number is unlimitf 
will be dictated by the needs of tl: 
ment. Overcrowding of a clinical 
is to be avoided, since this would 
fere with its efficiency. Partici 
in the activities of these various c 
groups is compulsory for all the 
ciate members, for the member 
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JOURXAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Governor Lehman, of the State of Xew 
York, who made a special trip to come 
and open the meeting, did much towards 
that end. The July issue of the Trans¬ 
actions reports in full the activities of 
this meeting. 

• The meeting was concluded by the 
distribution of the College diploma to 
the fellows. In this diploma I have en¬ 
deavored to. embody the aims of the Col¬ 
lege and the guiding principles of its 
members. It is my fond hope that every 
member and every fellow will be always 
proud to possess it. 

In February 1938 a meeting of the 
Southern states was held in Tampa. 
Fla., thanks to the untiring efforts of 
Dr. Julian C. Pate, of that city. The 
attendance was unusually large and the 
scientific program of high educational 
interest. This meeting was fully re¬ 
ported in the October issue of the Trans¬ 
actions. 

At the Tampa meeting it was my 
privilege and pleasure to announce that 
the United States Chapter of the Inter¬ 
national College of Surgeons would 
award prizes for the best original study 
in thoracic surgery, in neurosurgery, 
and in otolaryngologic surgery. The 
prize for thoracic surgery will be $500; 
the prizes for neurosurgery and for 
otolaryngologic surgery will be each a 
diploma of merit. The July issue of the 
Transactions gives all the necessary in¬ 
formation which the applicant may 
desire. 

The original Constitution and By- 
Laws of the International College of 
Surgeons contained certain defects, 
which have hampered seriously the de¬ 
velopment of the College. It became 
evident that a complete revamping of 
this Constitution and By-Laws had be¬ 
come necessary. In consequence, in 
July l c, 38 I submitted a new Constitu¬ 
tion and By-Laws to Dr. Hunt, Director 
General of the International College of 
Surgeons, who approved them, and who 
issued at once the call for the first Ex¬ 
ecutive Session of the International 


General Assembly to take place at the 
present Philadelphia meeting. At the 
same time a copy of the new 7 Constitu¬ 
tion and By-Laws was sent to each 
member and fellow 7 of the International 
College of Surgeons, together with a 
voting blank for approval or rejection. 
As you know, the new 7 Constitution and 
By-Laws have been adopted not only by 
the majority of the members and fel¬ 
lows voting by mail and by the majority 
of the Committee of Direction, but also 
by the General Assembly in executive 
session here at Philadelphia in conjunc¬ 
tion with the meeting of the United 
States Chapter. In consequence, some 
of the impediments produced by the old 
Constitution and By-Laws have thus 
been removed. 

In July 1938 the first issue of the 
Transactions of the International Col¬ 
lege of Surgeons appeared. I regard 
the appearance of this publication as an 
epoch-making event in the history of the 
College. 

The Transactions constitutes a certifi¬ 
cate of birth and visibility that nothing 
can replace. Xo organization with the 
aims and aspirations such as the College 
has can do justice to its tasks without 
having an official organ to represent it 
and, if need be, to defend it. An official 
organ is a necessity. So far as the In¬ 
ternational College of Surgeons is con¬ 
cerned, this official organ is now 7 the 
Transactions of the International Col¬ 
lege of Surgeons. Its able Editor-in- 
Chief is Dr. i\Iax dhorek, of Chicag'o. 
All of you have received the first copy 
of the Transactions. I hope you w 7 ill 
agree with me that it augurs well for 
the future of the College. I dream of 
the Transactions as promising to become 
one of the most important surgical pub¬ 
lications in the w r orld. 

It will interest you to know that I 
have written to the Kultus Ministerium 
of Turkey requesting it to release from 
his teaching duties — this for only a 
few weeks — the celebrated thoracic 
surgeon Professor Rudolf Xissen, who 
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BANQUET ADDRESS 

WTLMER IT. KRUSEN, M.D., 
F.A.C.S. 

Formerly (twice) Director of Public Health, City of 

Philadelphia; President, Philadelphia College 
of Pharmacy and Science 

PHILADELPHIA 

Dr. Krtisen spoke on some aspects of modern 
surgery. He mentioned the unusual number of 
medical biographies and autobiographies pub¬ 
lished during the past decade, as exemplified by 
Arthur Hcrtzlcr's recent publication. Pennsyl¬ 
vania, he stated, is proud of the contributions of 
Chevalier Jackson and Victor Heiser. 

Notable progress has been made recently in 
the fields of carcinoma, tuberculosis, diphtheria, 
typhoid and venereal diseases. In such progress 
tribute is due Parran. Yet the status of surgical 
knowledge is changing daily. What will the 
future he? "Whither medicine?” Dr. Kruscn 
felt that he docs not know as much now as when 
he was an intern, and he is less inclined to be 
positiw and dogmatic now than then. 

lie stressed the following basic points in sur¬ 
gical practice; The patient is the prime con¬ 
sideration. Mental receptivity should he the 
surgeon's constant attitude, for ncophobia is a 

-o# 

VISIT THE EXHIBITS, 

Sorenson’s Surgical Apparatus 

There will be on display in Booth 23 for in¬ 
spection by surgeons visiting the International 
Assembly exhibits several new models of Rotary- 
Tvpe Compressors covering all ear, nose and 
throat treatment requirements, as well as Vapor- 
Proof F.ther and Suction Apparatus for use in 
tonsillectomy and adenoidcctomy, together with 
aspirating apparatus for major surgery. Visits 
to this exhibit of C. M. Sorenson Co., Inc., will 
be appreciated. 

-o- 

Baumanometer to Be Featured 

At Booth 36 of the International Assembly 
exhibits the W. A. Baum Company will show the 
latest KOMPAK Model Lifetime Baumanometer, 
with many exclusive features, including the com¬ 
pletely recessed cartridge tube. The ever-popular 
desk and wall models will also be prominently 
displayed. A new one-piece rubber bulb made 
of highest quality Latex, another important im¬ 
provement to the Baumanometer. will be await¬ 
ing your critical examination 


virulent disease. Likewise, education of the 
laity is imperative, for without this the applica¬ 
tion of surgical knowledge would be limited. 

In regard to medical education, the present 
compares favorably with the past. The modern 
system at home and abroad is well known and is 
in contrast to the former inadequate preliminary 
education, the two year course, the absence of 
hospital experience, and the crowded clinic, 
where the student saw the backs of the surgeon 
and his assistants. Yet a different form of 
graduate work is necessary to maintain progress, 
and there is special need for graduate work for 
older physicians. Also, some provision should 
be made for the son of poor parents who is 
studious and brilliant yet cannot afford a medical 
education in these expensive days. 

The surgeon has often been erroneously 
thought of as a rather sadistic and unsympathetic 
person, averse to giving information as to the 
whys and wherefores of ihs actions and not prop¬ 
erly appreciative of the cooperation of the in¬ 
ternist, the x-ray specialist, the hematologist and 
others in aiding him to make a diagnosis. There 
is, in fact, need for cooperation not only among 
these specialties, but among all groups having 
similar aspirations: physicians, pharmacists, den¬ 
tists, nurses, veterinarians, chemists, biologists, 
physicists, lawyers, ministers, journalists and 
teachers. 

o- 

ROOSEVELT HOTEL 

Acousticon Invites Inspection 

Acousticon extends a cordial invitation to all 
convention delegates to visit the exhibit at 
Booth 31. Here are demonstrated Acousticon’s 
latest scientific achievements—the Coronation 
Acousticon and the recently introduced Crystalic 
Acousticon. The "Crystalic” is a wearable, 
portable vacuum tube hearing aid that brings 
patients all the volume and clarity required, with¬ 
out the slightest distortion. Acousticon will be 
glad to supply a colored chart of the ear to all 
interested doctors. 

-o- 

Electrical Hospital Equipment 

An extensive line of hospital equipment will 
be displayed by the Prometheus Electric Cor¬ 
poration, of New York, in convention Booth 13. 
Many newly developed features and important 
improvements in design and construction of food 
conveyors, operating lights and sterilizing equip¬ 
ment will be shown. Visiting doctors interested 
in equipment for large and small hospitals should 
be sure to visit this interesting display. 
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PHILADELPHIA GUILD CLINIC OF 
THE INTERNATIONAL COLLEGE 
OF SURGEONS 

The program of the Philadelphia Guild Clinic 
for Saturday. April 15. under the chairmanship of 
Dr. Moses Behrend, will be as follows: 

S:30 to 10 a. m. University Hospital. Dr. I. S. 
Bardin and Staff. 

10:15 to 11:30 a. m. Hahnemann Hospital. Dr. 

Earl B. Craig and Staff. 

11 :45 to 1:15 p. m. Temple University Hospital. 

Dr. \Y. Wayne Babcock and Staff. 

1 :30 p. m. Luncheon. 

2:00 to 3:45 p. m. Jewish Hospital. Dr. Moses 
Behrend and Staff. 

4:30 to 6:00 p. m. Jefferson Hospital. Dr. P. 

Brooke Bland and Staff. 

7:00 p. m. Dinner, Union League. 

Review of Clinics. 

-o- 

The first congress of the Societies of En¬ 
docrinology of the Little Entente was held 
at Bucarest, Oct. 23 to 26. 193S. The following 
papers were read: 

“The Corpus Luteum."by Prof. Simonet, Paris. 
“Virilism and Hirsutism in Women,” by Prof. 
Charvat, Prague. 

"Vitamin E and the Sexual Hormones,” by Prof. 
Vacek. Prague. 

"The Spleen as an Endocrine Gland,” by Prof. 
Kostisch. Belgrade. 

"The Thymus in Legal Medicine,” by Prof. 
Minovici, Bucarest. 

"The Mammary Gland." by Prof. Cristca 
Grigoriti, Cluj. 

"The Suprarenal Glands," by Prof. Gradincsco. 
Cluj. 

"The Epiphysis." by Prof. Parhon, Bucarest. 
-o- 

The Northern Medical Association of 
Philadelphia held its regular meeting Monday 
evening. Oct. 17. 1938, at the Hotel Majestic. 
The program was as follows: 

"Indications for Sub-Total Gastrectomy in the 
Radical Cure of Gastric and Duodenal Ulcer," 
by Dr. A. A. Berg, Xcw York. Dr. Wavne 
W. Babcock, commentator. 

"The Pneumonias,” by Jesse G. M. Bullowa, New 
York. Dr. Samuel Loewenberg, commentator. 
"The Therapeutic Value of Sulfanilamide and 
Its Derivatives." by Dr. D. Sergeant Pepper, 
Dean of University of Pennsylvania Medical 
School. Dr. Nathan Blumberg, commentator. 


At the one hundred and seventy-third annual 
meeting of the Medical Society of New Jer¬ 
sey, in Atlantic City, the Section on Gastro- 
Enterology, convening at the Haddon Hall 
Hotel, Thursday morning, June 8, will present 
the following program: 

9:30. “Experiences in Diagnosis With the Peri¬ 
toneoscope : Indications for Its Use,” by Dr. 
C. Abbott Beling, of the Hospital of St. Barna¬ 
bas and for Women and Children, Newark. 
9:50. “The Treatment of Intestinal Obstruction 
With the Double-Barreled Intestinal Tube,” 
by Dr. W. Osier Abbott, of the University of 
Pennsylvania. 

10:30. “Diseases of the Blood Vessels as They 
Affect the Digestive Tract,” by Dr. Stuart Z. 
Hawkes, of the Presbyterian Hospital, Newark. 
11:00. “Functional Disorders of the Colon,” by 
Dr. Sigurd Johnson, of the Passaic General 
Hospital. 

11:30. “The Constitutionally Inadequate Pa¬ 
tient,” by Dr. Walter Alvarez, of the Mayo 
Clinic. 

-o- 

The first annual meeting of the Association 
for Traumatic Surgery will be held at Hot 
Springs, Va.. May 8 and 9. The president is 
Dr. Kellogg Speed; Chicago; the secretary Dr. 
Ralph Carothers, Cincinnati. 

-o- 

The American Urological Association will 
convene at White Sulphur Springs, W. Va., 
May 29 to June 1. The president is Dr. Edgar 
G. Ballengcr, Atlanta, Ga., the secretary Dr. 
Clyde L. Doming, New Haven, Conn. 

-o- 

The Milwaukee Society of Clinical Surgery 
met January 24, the following program being 
presented: "Tbe Science of Surgery,” by Dr. 
William J. Carson, retiring president; “Nuper- 
cainc Spinal Anesthesia in General Surgery," 
by Dr. Karl Schlacpfer, president elect (dis¬ 
cussion by Dr. MillhnJ Tufts) ; “Gastrectomy— 
Results in Ten Consecutive Cases Ten Years 
After Operation,” by Dr. L. W. Ilipkc. 

-o- 

Dr. Anthony Bassler addressed the New York 
Physicians—Yorkville Medical Society on 
Wednesday, Nov. 23, 1938, his subject being 
"Man—the Known.” At the same meeting Dr. 
William Seaman spoke on "Tumor Formations 
in the Mineral, Vegetable and Animal Kingdoms.” 


SURGEONS ARE INVITED TO ATTEND THE ASSEMBLY 
OF THE INTERNATIONAL COLLEGE OF SURGEONS, 
NEW YORK CITY, MAY 21 TO 25, ROOSEVELT HOTEL 
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Die Rontgentiefentherapie. Bv Hans Iio!- 
t’elder and others. Price, bound, $11.60. 
Pp. 341, with 265 illustrations. Leipzig, 
Georg Tliieme, 1938. 

T HE principal objects of radiation therapy in 
cancer are discussed by Holfckler. Killing 
the cancer cells without concomitant ir¬ 
reparable injuring of the normal cells within the 
radiation beam is the important requirement in 
radiation treatment for malignant tumors. This 
is attained by limitation of the mass of the ir¬ 
radiated tissues, by the use of tube compression 
to bring the radiation beam as close as possible 
to the tumor cell; by the number and size of 
fields; by an accurate centering of the beam onto 
the tumor; by the determination of the doses 
effective in the tumor; by the selection of the size 
of the fraction doses; by the time duration and 
spacing of the single spaced dose; by the in¬ 
tensity of the outflow in r minutes, whether pro¬ 
tracted. normal or concentrated; by the deter¬ 
mination of the voltage, the filter and the half 
value layer, and by the medical care before, dur¬ 
ing and after radiation treatment. 

Rentm discusses the physical foundations of 
measuring roentgen rays by the use of the r dose 
meters. He discusses the definition of the inter¬ 
national r unit, the methods of measuring, and 
the standardization of the instrument. 

The microscopic changes in the tumor cells and 
the normal tissues arc presented by Englman. 
The microscopic studies of the cell changes 
evince a multiplicity of reactions. Consecutive 
biopsies of cauliflower cancers of the uterine 
cervix permit the best study of the cell changes. 
He describes the variation in reactions caused 
t 1) by lethal anti sublethal doses applied in one 
sitting, and (2) by the method of application, 
namely, the single massive dose, the fractionated 
spaced dose given with either a slow, an average 
or a concentrated outflow. It would lead too far 
to give a detailed finding in a book review. 

Keisner discusses the skin erythema as the 
standard for the determination of the tolerance 
dose applied in a single sitting and the influence 
of fractionation and the rate of recovery of the 
normal tissues, assuming that the action is cuntu- 
lative in the biologically inferior cancer cell. 
The influence of the field size, of the radiation 
quality, and of time duration of application of 
the fraction dose is demonstrated. Finally the 
skin erythema dose produced by the Frankfurt 
technic of irradiation is given. The rate of re¬ 
covery is the basis for the determination of the 
total dose, and the length of intervals between 
fractions. 

Holfelder gives m the next chapter the spaced 
doses and technics of his method lor each re¬ 
gion and organ of the body in fourteen tables. 


illustrating the application of the radiation beams 
for each table. 

The medical treatment of the patient during 
and after irradiation is described by Weisswange, 
the care of the irradiated skin and mucous mem¬ 
branes by Reisner. and the legal interpretation 
and treatment of radiation injuries by 7 Holfelder. 

Teschendorf presents the chapter on the in¬ 
fluence of roentgen treatment on the offspring. 
The principles of genetics are discussed, and on 
these arc based the conclusions prevailing in cen¬ 
tral Europe today in relation to diagnostic and 
therapeutic applications. The germ plasma must 
he kept absolutely pure and undamaged, as it is 
the most highly prized possession of a nation or 
a race. Hence ovarian irradiations should al¬ 
ways cause permanent cessation of ovulation to 
avoid insemination of an ovum having damaged 
genes. All unnecessary diagnostic or therapeutic 
applications to the germ cells should be prevented. 

The second part offers a detailed discussion of 
the clinic and treatment of tumors of the skin, 
the tongue, the brain, the breast, the bronchi, the 
esophagus, the stomach, the pelvic organs, the 
hones, the thyroid and the lungs. The signifi¬ 
cance and treatment of radiation indurations of 
the lungs are discussed by Teschendorf, and the 
roentgen treatment of bronchial asthma is given 
by Bauer. 

The review has been a treat. A perusal of the 
monograph will be profitable to the physicist, the 
radiation therapist, the oncologist and the sur¬ 
geon. The thoroughness and exactness of the 
presentation make it a valuable contribution to 
the radiologic, surgical and pathologic literature. 
The illustrations are clear and enhance the text. 

Henry Schmitz. 

Clinique chirurgicale des pays chauds. By 
Botreau-Rousscl, M.D., director of the school 
of application of the health service of the 
colonial troops, Pharo. With the collabora¬ 
tion of Profs. Assali, Dejou, Huard, Mon- 
tagne, Pales and Roques. Price, 80 francs. 
Pp. 336, with illustrations. Paris: Masson 
& Cic, 1938. 

In this volume one finds a practical and sci¬ 
entific discussion—one could truthfully say, a 
supcrcxcellent analysis—of the etiology, pathol¬ 
ogy, symptomatology and also the medical and 
surgical treatment of the diseases that prevail in 
tropical and semitropical regions. The chapters 
on choice and evaluation of treatment arc ex¬ 
ceptionally valuable. In them are clearly stated 
what procedure is best for the patient. In this 
volume are found the study of such clinical 
entities as the various surgical conditions that 
complicate malarial infection and the treatment 
indicated for each manifestation. Amebiasis, 
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1933 anti June 1937. Among these were fifty 
with fresh fractures, in all of whom bony union 
was obtained. The remaining twenty-eight cases 
were those of delayed union and pseudarthrosis; 
in this group, 90 per cent of the patients secured 
bony union. The authors believe, and their re¬ 
sults seem to prove, that this method of treat¬ 
ment will always result in bony union with good 
function provided the cases are properly selected 
and the technic meticulously followed. 

The authors differ in opinion from many con¬ 
temporary authors regarding the value of secur¬ 
ing a reduction with the femoral neck in the 
valgus position. Bohler and Jcschkc believe that 
this must be avoided, since it will result m necro¬ 
sis of the femural head and subsequent arthritis. 

The subject is presented in a clear and sys¬ 
tematic fashion; the illustrations and the re¬ 
productions of the roentgenograms arc clear. 
This book will prove of great value to all those 
who treat fractures. It might be suggested that 
for the sake of completeness in future editions 
a final chapter he added, dealing with reconstruc¬ 
tive operations for the types of cases in which 
the nailing operation is contraindicated. 

Daniel H Levinttial. 


Demonstrations of Physical Signs in Clinical 
Surgery. By Hamilton Bailey, F.R.C.S. 
(Eng ) Sixth edition. Price, $6 50 Pp. 
284, with 358 illustrations Baltimore- Wil¬ 
liam Wood & Company, 1937. 

T HIS book was originally written as an anti¬ 
dote to the growing tendency in modern 
medical and surgical practice to rely upon 
laboratory investigations and other auxiliary re¬ 
ports for a diagnosis The author is of the 
opinion that the patient’s history and physical 
methods of examination must always remain the 
main channels by which a diagnosis must be ar¬ 
rived at, an opinion with which the reviewer is 
m complete agreement. 

In the twenty-five concise chapters which make 
up this handy \otumc the author considers the 
mam regions of the hodv and the contained im¬ 
portant organs and discusses the principal phjs- 
ical signs which point to pathologic conditions, 
especially those which call for surgical therapj 
That practitioners have found the work of 
clinical value is proved bv the fact that it has 
now reached a sixth edition. The text has been 
thoroughly revised. While all chapters will he 
found of great practical importance, the reviewer 
is particular!) struck with those deal me wnh the 
elicitation of signs in the thorax abdmmn and 
the gemto-urmarv organs This manual can be 
heartil) rccomim ndeil to voting practitioners >»n 


account of the simplicity of expression, the 
plentitude of excellent illustrations and the fact 
that it gives ample evidence of practical every¬ 
day diagnostic experience of a surgeon with wide 
opportunities of judging what should he looked 
for in the examination of a patient. 

Thorck. 


Fractures and Dislocations for Practitioners. 
By Edwin O. Gcckeler, M.D. Price. $4. 
Pp. 252, with 213 illustrations. Baltimore: 
William Wood & Company, 193^. 

T HE author desired to make this hook “a 
complete, yet simplified, guide to the man¬ 
agement of bone and joint injuries," by con¬ 
densing "the subject of fractures and disloca¬ 
tions without the omission of important details" 
He realizes that "elaborate equipment and com¬ 
plicated technic do not of themselves produce 
success" but that "the intelligent use of general 
principles" brings about, for the most part, satis¬ 
factory results. The increasing frequency and 
severity of highway accidents call for detailed 
information and exceptional skill on the part of 
physicians. Hence the author selects only the 
one most practicable method for a given emer¬ 
gency condition confronting the doctor, who is 
thus saved time and hesitation; operative technic 
has been limited to description of skeletal trac¬ 
tion and subcutaneous leverage; the importance 
of follow-up treatment, however, has not been 
sacrificed to high-pressure conditions. 

In the tabic of contents one notes the strength 
of chapter titles evidenced merely by omitting 
such specifying articles as “a,” “an” or "the,” 
thus, "Bones of Skull and Face," "Hand,” ‘'Foot/' 
“Vertebrae,'' and so on. An individual Clavicle 
or Shoulder Joint might be safer m the care of 
one who knows them stark and singh for the 
population at large. There are 32 such chapters, 
apportioned between "Part One. Fractures” and 
"Part Two. Dislocations.” 

The illustrations arc almost as numerous as 
the pages, they have been reproduced from 
radiographs, photographs, diagrams, hand-done 
sketches The stylc is direct, clear and authori¬ 
tative. With the substantial binding uni? double- 
stitched paging—so it obejs the will of the user 
—the heavily glared paper, necessary for the 
generositv of illustration, this book might go 
intact through a war. 

Kmoin. 



:1 elucidation of the 
rocedures. To these 
vahtahle. 

with a brief, up-to- 
lentals in operating 
various forms of 
1 . In the discussion 
one misses mention 
:h can be introduced 
through the mouth, 
hod of laryngeal in- 
first volume is dedi- 
ul and neck, and to 
trgery, as well as 
also included. In 
rv the author mai¬ 
ms.*’ This reviewer 
ons of boiling water 
or sclerosing agent 

voted to surgery of 
les, breast and chest, 
technic of cervical 
ally of ganglionec- 
crliaps. a little brief, 
cervical sympathetic 
with or without the 
apathetic chain, rc- 
towledge and a svs- 
e, if one wishes to 
me holds true for 

,-oted to abdominal, 
ogic surgery. The 
bjcct is outstanding, 
ems with authority, 
istitute his life-long 
the surgical treat- 
ectrocoagulation is a 
. as it has reduced 
elv low level. 

which one gains in 
olutnes on surgical 
cored to present the 
n a clear, short and 
isk he has well suc- 
•e in most instances 
by the obvious effort 
credit to \\ horn it is 
■asily overlooked by 
i timely contribution 
mid be on the book 
surgery. 

Amiri Ckotti 


Lezioni di clinico medico. By Ccsare Fru- 
goui. Price, 60 lire. Pp. 606, with 46 illus¬ 
trations. Rome: Luigi Pozzi, 1934.■ 

A LTHOUGH published a few years ago, this 
hook has lost none of its value. 
Professor Frugoni cites recent advances 
in clinical medicine, and then, in each of twenty- 
seven chapters, discusses a particular recognized 
clinical syndrome. In each condition all the aids 
of modern science are brought to bear to arrive 
at the diagnosis. A case is postulated, and the 
patient’s history, symptoms and signs, the results 
of physical examination, the laboratory findings, 
and the knowledge furnished by special pro¬ 
cedures, such as x-ray examination, arc detailed. 
After full consideration of the case, the means of 
arriving at a diagnosis is explained. Thus each 
case is a problem to be solved by application of 
the various adjuncts of modern medicine. This 
method of arriving at a diagnosis—proceeding 
from ft priori facts to a conclusion—distinguishes 
the scientific method, and is in contrast to ob¬ 
servations less exactly made and less scrupulously 
analyzed. 

Thus the book serves not only as an exposition 
of clinical syndromes but as a guide in applica¬ 
tion of all utilizable methods to the understand¬ 
ing of any syndrome. It pleases by the directness 
and clarity of its style and the orderliness of its 
approach no less than by the value of the col¬ 
lected and synthesized data. 

Tiiorek, 


Operative Behandlung der Schenkelhals- 
briiche und Schenkelhalspseudarthrosen 
und ihre Ergebnisse. By Dr. Lorenz 
Bolder, Director, Unfallkrankenhaus, Vien¬ 
na, A.O. Professor of Surgery, University 
of Vienna, and Dr. Wilhelm Jeschkc. Price, 
32 marks. Pp. 201. with 533 illustrations. 
Vienna: Wilhelm Maudrich, 1938. 

D L’RING this era of metallic fixation of frac¬ 
tures of the neck of the femur with open 
and blind nailing, pins, screws, three 
flanged nails, two flanged nails, with and with¬ 
out guide wires, bone pegs, etc., it is timely to 
read the technic of treatment by this well known 
author and the presentation of end-results by his 
associate. Their book describes in great detail 
the use of a modified Sven Johansson nail in¬ 
serted blindly across the neck of the femur in the 
treatment of fresh fractures, delayed union or 
nonunion. The presentation is based on a series 
of set enty-eight patients treated between March 
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DEVISED BY FRED H. ALBEE, M. D„ NEW YORK, The fsj £ 


ALBEE-COMPER 
FRACTURE TABLE 


is an Operating Table offering the greatest 
facilities, including lateral tilt, for control of 
patient. It is also a Traction Table giving 
comprehensive orthopedic postures under 
traction as well as providing for fluoroscopic 
and X-ray examination before, during and 
after the operation. 


j Two types o/ Tables — Fracture and Surgical Operating — in one compact 

self-contained unit. 

j For full information, write' 

| COMPER MANUFACTURING CO., Pittsfield, Mas;., U.S.A. 
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Cranio-Cerebral Injuries. By Donald Mun- 
ro. M.D. Price, $4. Pp. 393, with 62 illus¬ 
trations. New York: Oxford University 
Press, 1938. 

T HIS hook crystallizes present-day treatment 
of craniocerebral injuries. There arc many 
excellent chapters. To understand complete¬ 
ly what may occur, ‘'fundamental cerebral 
physio-pathology” is discussed. It is only by un¬ 
derstanding: these processes that one can ade¬ 
quately treat brain injury. 

Perhaps one of the best chapters is that on 
general principles of treatment. Here the author 
strives to present, successfully, a picture of ther¬ 
apy on a physiopathologic basis. He pleads for 
the physician to think not in terms of “concus¬ 
sion" or "fracture of the skull’’ but on the basis 
of an upset in the normal function and of the 


pathologic changes resulting from the injuries 
sustained. Thus the physician will be sufficiently 
equipped, mentally, to carry out satisfactory 
treatment. 

The author later discusses a schedule for those 
convalescing from craniocerebral injuries. Other 
subjects considered are roentgenography (indi¬ 
cations and contraindications), nonoperative and 
operative methods of treatment, complications 
due to necessary treatment and differential diag¬ 
nosis. Not of least value is the section on first 
aid. 

One can find fault with the chapter on cranio¬ 
cerebral injuries of the new-born. This is the 
only section that is inadequate. 

On the whole, the book is well worth while, 
and all physicians can read it with profit. 

Xam. 


VISIT THE EXHIBITS, ROOSEVELT HOTEL 


Lea & Febiger Publications 

Among the new books which Lea & Febiger 
will exhibit at convention Booth 32 are Stim- 
son's "Fractures and Dislocations,” Miller's “Ap¬ 
plied Anatomy." Cowan’s "Refraction of the 
Kyc." Schlanser's "Practical Otology, Rhinology 
and Laryngology," Brenner's “Pediatric Sur¬ 
gery" and Thorndike's “Athletic Injuries.” New 
editions of several outstanding recent medical 
hooks will also be shown. 

-o- 

Lippincott Medical Books 

The Lippincott display of new and important 
medical books in Booth 3 of the International 
Assembly exhibits will include the second print¬ 
ing of Thorek’s "Modern Surgical Technique.” 
This superb work was reprinted within five 
months of its publication. The Journal of the 
Amcdican Medical Association states: "If it is 
possible to write a 'stream-lined' modern version 
of surgical procedure and art, this three volume 
edition conies close to the mark.’’ 


From Saunders Company 

Of particular interest in the exhibit of the 
W. B. Saunders Company at convention Booth 
19 arc the following new books and new editions: 
Callander's “Surgical Anatomy," Scuddcr's 
“Fractures.” Cutler’s “Cancer," Morrison on 
“Nose, Throat and Lar,” Beck's "Hematologic 
Technic,” Norris and Landis’ “Chest Diagnosis,” 
Body’s “Surgical Pathology," Reimann’s “The 
Pneumonias,” Barsky’s “Plastic Surgery,” Dc 
Lee's “Obstetrics,” the “American Illustrated 
Medical Dictionary,” the “Mayo Clinic Volume," 
Murphy's “Anemias in Practice," Wolf’s “Endo¬ 
crinology,” Cantarow and Trumper’s “Clinical 
Biochemistry," Fluhmann’s “Menstrual Disor¬ 
ders,” Pelouze on “Gonorrhea,” Mallory’s 
"Pathological Technique,” Crile's “Surgical 
Treatment of Hypertension,” Andrews’ “Derma¬ 
tology,” Beckman’s “Treatment,” Curtis’ “Gyne¬ 
cology.” 



< l Advantages 

OF PURIFIED 
MAGGOT EXTRACT 

A Simplified, Perfected Treatment 
for Suppurating Wounds 


<x 




F OUR centuries ago. Pare observed that suppurative 
wounds healed quickly and cleanly when infested 
with living maggots. Since Part’s time, however, 
although similar observations have been made by 
other observers, many obstacles have prevented the 
widespread use of this important therapy, one of the 
most insurmountable being the natural abhorrence of. 
the patient for maggot therapy. 

PERMYASE (Purified Maggot Extract) affords 
the cleansing, healing principle of live maggots, minus 
the difficult and unpleasant features hitherto attending 
their use. 

Clinical experience indicates that Permyase is a 
valuable treatment in suppurating wounds, chronic 
osteomyelitis, purulent cavities and sinuses, furuncles, 
carbuncles, infected bums, varicose ulcers and many 
similar conditions. 

Available in the form of Liquid Permyase and 
Permyase Jelly. 

WRITE FOR GENEROUS COMPLIMENTARY 
SAMPLES OF BOTH PRODUCTS 

PERMYASE 

PURIFIED MAGGOT EXTRACT 


ANGLO-FRENCH DRUG CO. (U.S. A.) Inc., 1S70 Broadway, New York, N. y. 











Bowel Resection and Anastomosis 

The New ZACHARY COPE 

Modification of 

DE MARTEL'S TRIPLE COLON CLAMP 



Retaining all the valuable features of the original De Martel Clamp, the new 
Zachary Cope modification has, however, been so simplified as to be infinitely more 
practical and efficient for difficult bowel resections and reunions. 


SIMPLIFIED—A SINGLE INSTRUMENT 


A single, powerful instrument, the new Cope 
Clamp utilizes three stainless steel clamps of the 
De Martel type. These, held in the powerful clamp 
holder, are inserted ns a unit over the bowel and 
securely clamped in place, locked by turning up the 
hinged clips at the ends. The holder-compressor is 


then removed like any other forceps, and the center 
clamp unlocked and removed also. With the cautery 
the bowel is severed, leaving both cut ends securely 
sealed. Tire procedure is repeated with a second set 
of clamps at the other end of the bowel segment 
to be resected. 


SIX IMPORTANT ADVANTAGES 

Use of the new Cope Clamp requires less time—less manipulative effort than 
any comparable method. A single instrument, there are no attachments to 
complicate its application. It reduces possibilities of soiling, and furthers 
restorative surgery of the bowel. The new Cope-De Martel clamp enlarges the 
number of cases in which such surgical treatment can be given, and is a 
dependable, sure, mechanical aid in deep abdominal work. 
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C7<z?/um±. FIRSTS i/t 'T/leefecitie 


Rene Laennec . . . great French 
physician, was the inventor of the 
stethoscope, indispensable today. 




THE OdyiMil COLD LIGHT 
INSTRUMENTS 

(Plastic) 

In a few years, CURVLITE, famous plastic instruments 
through which light is carried directly to the diagnostic 
or operative site, will be [ust as essential in diagnosis as 
the stethoscope is today . . . because, here is ideal 
visibility . . . cool white light . . . without interference 
with the operator. 

ABDOMINAL RETRACTORS 

The CURVLITE ABDOMINAL RETRACTORS are fast 
becoming an indispensable aid in modern surgery. 
The R-t, the most famous and popular Curvlite re¬ 
tractor, is used for the transillumination of the com¬ 
mon duct in gall bladder surgery. The R-2, R-3 and 
R-4 are also excellent abdominal and pelvic re¬ 
tractors. A complete range of abdominal retractors 
is available at your dealer. Write for information. 

VISIT OUR BOOTHS! AT THE AMERICAN 
MEDICAL ASSOCIATION MEETING, BOOTH 
NO. 148. IN ST. LOUIS. MAY 15-19. AT THE INTER¬ 
NATIONAL SURGEONS CONVENTION. BOOTH NO. 
49, AT THE ROOSEVELT HOTEL. NEW YORK. MAY 21, 
22, 23 AND 24. 


PRICES OF INSTRUMENTS 
ILLUSTRATED 


R-l—Surgical Retractor, t>' 
handle, 3" blade 
R-2—Surgical Retractor, 8" 
handle. 3" blade 
R-3—Surgical Retractor, 10" 
handle, 3" blade 
R-4—Surgical Refractor, 12" 
handle, 4" blade 
V4—Vaginal Applicator (with 
attachment for Graves 
Speculum) 

C-l—Resistance Cord Electric 
Unit (110-120 Volts, A. C. 
or D. CO 5.00 


$ 5.00 


10.00 


12.50 


5.00 




VAGINAL APPLICATOR AND CUP SET FOR 
GRAVES SPECULUM 

The Vaginal Applicator (V4) 
with attachment for any 
Graves Speculum, brings a 
cool directed light to the 
Vaginal Cavity, directly to 
the Cervix, allowing the 
doctor to have both hands 
free for operative pro¬ 
cedure. 


tJURVLITE PRODUCTS, Inc. 

- —iKe World i Larges| Selling Cold-Light (Plaillc) Medical and Dental Instrument* 

. 5*7 THIRd/aVENUI HEW YORK, H. Y. 
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The vital role of the antiseptic... 


Tlie sequelae of postoperative in¬ 
fection can mar the accomplish¬ 
ments of even the most brilliant 
techniques. Surgery, however 
skillful, must he supported by 
efficient disinfection of both 
superficial and deep skin layers. 

For this exacting purpose, Tinc¬ 
ture Metaphen, an alcohol-ace- 
tone-aqueous solution of Meta¬ 
phen 1:200, is recommended. Its 
usefulness rests largely on two im¬ 
portant properties: it is nontoxic 
and relatively non-irritating to 
the unbroken skin, and it is an 
effective disinfecting agent. 

The superiority of Tincture 
Metaphen in these two respects 
and in length of action is empha¬ 


sized by a recent report.* On the 
oral mucosa, Tincture Metaphen 
was found to reduce bacterial count 
95 to 100% within five minutes 
after application; to cause only 
a slight irritation in some cases, 
no irritation in the others; and 
to have, in substantial excess of 
any other antiseptic tested, a 
duration of action of two hours. 

Tincture Metaphen does not 
affect surgical instruments or rub¬ 
ber goods. It is quite stable when 
exposed to air. The distinctive 
orange stain which Tincture 
Metaphen produces clearly de¬ 
lineates the field of application, 
yet may be easily and quickly 
removed from skin or from linens 


by washing with soap and water. 

Tincture Metaphen is supplied 
in 1-ounce, 4-ounce, 16-ounce and 
1-gallon bottles. Tincture Meta¬ 
phen, Unlinled, is also available 
for use where a safe and efficient 
antiseptic is indicated, but where 
staining is undesirable. It is avail¬ 
able at all pharmacies in the same 
package sizes as the tinted Tinc¬ 
ture Metaphen. Abbott Labora¬ 
tories, North Chicago, Illinois. 

*Meycr E„ and Arnold L.; Amcr. Jour. 
Digest. Dis.; v.5, p.418, September, 1938 

★ * * 

TINCTURE 

METAPHEN 

{i-nitro-anhydro-hydroxy-mcrcuri-orthocnuol, Abbott) 
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IN SPINAL 


THESIA 

Your patient’s safety and the success of your opera¬ 
tion require these 5 essentials in the drug used for 
spinal anesthesia: 

1. Maximum Safety. Labat used NEO- 
caine for 17 years without a single 
death. 

2. Lowest Toxicity. Intraspinous injec¬ 
tion of NEO caine in frogs prove it to 
be the drug of lowest toxicity. 

3. Complete Relaxation. NEOcaine pro¬ 
vides perfect anesthesia with complete 
muscular relaxation, thus creating an 
ideal operative field which allows the 
surgeon greater freedom of manipula¬ 
tion. 

4. Simple Technique. The use of NEO¬ 
caine offers the simplest of all methods 
of Spinal Anesthesia. 

5. Quick Recovery. Postoperative shock, 
headache and nausea are reduced to 
the minimum when NEOcaine is used. 

Three quick steps complete Spinal Anesthesia with 
NEOcaine. First, lumbar puncture is performed. 

Second, the spinal fluid drops directly into the ampoule, 
dissolving the pure crystals. Third, this solution is in¬ 
jected slowly and the patient placed in the Trendelen¬ 
burg position for three hours. 

NEOcaine is supplied in boxes containing 10 am¬ 
poules of 0.05, 0.08, 0.10, 0.12, 0,15, 0.20 and 0.30 Gm. 

NEOcaine 

SAFEST FOR SPINAL ANESTHESIA 

ANGLO-FRENCH DRUG CO.(U.S.A.) Inc. 
1270 Broadway, New York, N. Y. 
















GENERAL INFORMATION 


T HE Journal of the Interna¬ 
tional College of Surgeons is 
published for the time being 
under the,auspices of the United 
States Chapter of the International 
College of Surgeons, for the advance¬ 
ment of surgery and as a medium of 
publication for reports of research, 
clinical observations and experimen¬ 
tal work in surgery, as well as to ac¬ 
quaint members of the International 
College of Surgeons throughout the 
world of its activities. 

Ownership: The Journal of the 
International College of Surgeons is 
a nonprofit publication owned and 
published by the United States Chap¬ 
ter. 

Material: Scientific articles and 
communications on matters of surgi¬ 
cal and related interests are invited. 
These must be submitted to the Edi¬ 
torial Board, which reserves the right 
to reject any material deemed unsatis¬ 
factory. All manuscripts are subject 
to editorial modification. 

Scientific Papers: The publication 
of scientific papers in the Journal 
is not limited to the Members and 
Fellows. Any surgeon may submit 
original contributions, which will be 
considered by the Editorial Board for 
acceptance. Thus, while the Jour¬ 
nal is the official organ of the Inter¬ 
national College of Surgeons, it is 
also an open forum for the expression 
of contemporary surgical advance¬ 
ment, thought and research. There is 
no discrimination as to those who 
may submit original papers; it is the 
scientific value of the contribution 
that determines its acceptability for 
publication. 

Article I. Section V. of the Consti¬ 
tution of the College reads: 

“It is strictly non-sectarian and 
non-political: it is decidedly against 


arbitrary restriction of merit and is 
free from prejudices, and will recog¬ 
nize the SURGEON and his accom¬ 
plishments, and will not be influenced 
by his financial, political and other 
irrelevant status.” 

Exclusive Publication: Original ar¬ 
ticles are accepted with the under¬ 
standing that they are contributed 
onlj’ to the Journal of the Interna¬ 
tional College of Surgeons. 

Manuscripts: All correspondence 
relating to the submission, accept¬ 
ance, rejection or publication of man¬ 
uscripts, as well as books and mono¬ 
graphs for review, programs and re¬ 
ports of proceedings of societies and 
general communications should be ad¬ 
dressed to the Editorial Office, S50 
West Irving Park Boulevard, Chi¬ 
cago, 111,, U. S. A. Except where spe¬ 
cial arrangements are made, return 
first-class postage must accompany 
manuscripts. Otherwise this office 
cannot he held responsible for the 
material sent. 

Ail manuscripts must be typed, 
double-spaced, on one side of stand¬ 
ard manuscript sheets: the left mar¬ 
gin should he \'/z inches in width to 
permit proper editing. Manuscripts 
should hear the address of the author. 
No manuscript will he accepted for 
publication without consideration by 
the Editor-in-Chicf and the approval 
of the Editorial Board 

Two carbon copies should accom¬ 
pany the original paper. A summary 
must he given at the end of the ar¬ 
ticle. 

Contributions in a foreign language 
should he sent to Prof. Rudolf Xisscn, 
Divanyoht, 105, Ortakby, Istanbul, 
Turkey. 

Anonymous contributions of any 
and all sorts will not be published. 





NEOIOPAX 

DncJiun 5:5-Jiiod$-4-pyTido\~)b 
A bnetky /•2:6-J:carhxy late 


THAT T£LL TH£ STORY 


CLARITY— NEO-IOPAX* produces dear urograms which 
tell a diagnostic story in bringing out even minute details of 
kidney, ureter, and bladder. 

CONVENIENCE— Clear pictures have been obtained with 
NEO-IOPAX 5 minutes after injection, although the usual 
time is somewhat longer. One film is often sufficient for 
diagnosis of ordinary cases. This is a convenience to patient 
and doctor. 


. . . is available in 20 cc., 
ampules . . . Boxes of 1, 
clinical packages of 5, 
hospital packages of 20. 

For children. 10 cc. 
ampules in boxes of 5 
and 20. 


ECONOMY— Only 20 cc. of a solution containing 15 grams 
of NEO-IOPAX is adequate for routine urograms. It is 
usually well tolerated. 


•Rep. V.S. Pat. Of}. 


Copyright 1939, Schering Corp. 


COUNCIL*ACCEPTED FOR INTRAVENOUS UROGRAPHY 



SCHERING CORPORATION Bloomfield, n.j. 




SCIENTIFIC VERSUS 
MECHANICAL 
SURGERY 

A REVIEW oE the postoperative 
complaints of a number of patients 
in any large clinic forcefully brings 
out the high morbidity of routine sur¬ 
gical procedures. The recurrence of 
the symptoms for which the patient was 
operated on, the useless destruction of 
endocrine tissues, the frequent gallblad¬ 
der operation without adequate pre¬ 
operative study, and the inevitable "pro¬ 
phylactic" appendectomy for any com¬ 
plaint referable to the lower right ab¬ 
dominal quadrant comprise a sad com¬ 
mentary on certain surgical activities. 
On the other hand, the attempts of some 
operators to do major surgery without 
adequate training, or working in hos¬ 
pitals poorly equipped, emphasize the 
vast recuperative powers of the human 
body. 

No quarter should be given to the 
operator who is responsible for the sur¬ 
gical cripple. Too many unfortunate 
individuals are today chronic invalids 
because of the fear of the surgeon to say 
“no” when an operation has been rec¬ 
ommended, or tile desire to demonstrate 
his ability. The sooner the profession 
assumes the responsibility for the elim¬ 
ination of this type of work, the sooner 
there will be definite improvements in 
the standards of present-day surgery. 
Nevertheless, no attempt to annihilate 
the performance of simple surgery in the 
moderately equipped hospital should he 
tolerated. There is no need to disqualify 
a man of good scientific ability because 
he is located in a community where he 
does not have access to modern diagnos¬ 


tic aids. On the contrary, every effort 
should be made to encourage him, and 
to stimulate the community to improve 
its hospitals by intelligent education and 
cooperation, rather than by arbitrary 
imposition of unwarranted handicaps. 

Great progress has been made in 
evaluating the patient for surgery. The 
work of U'ccch and Ling, Ravdin, 
Sniddcr and Sloan, and many others in 
the field of protein balance and tissue 
edema has placed in our hands new 
methods that permit quantitative rather 
than empirical pre- and postoperative 
care. The free use of normal saline in¬ 
fusions or blood transfusions without 
definite knowledge of what is indicated 
today almost constitutes malpractice. 
Nor are these essentials so difficult to 
obtain that they are beyond the scope of 
the small hospital or the part-time sur¬ 
geon. The actual work can be done 
quickly by a technician, and the cost of 
equipment is within the reach of any in¬ 
stitution that accepts the sick. The in¬ 
terpretations need no special postgradu¬ 
ate course, and if the surgeon is willing 
to do some extra studying lie can quickly 
and easily master all he needs to know 
for clinical application. 

One is not infrequently startled and 
pained to sec patients taken to the oper¬ 
ating room poorly prepared and re¬ 
turned to be starved for a period of 
thirty-six to seventy-two hours, even in 
simple abdominal interventions. What 
is more puzzling is to see the same pa¬ 
tient receive a so-called "low enema" 
within six to twelve hours. One should 
spend a few hours in ■ fluoros ,jjc 
room and determine r fiui 
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! On Federal airways the radio directional 
' beam* ore ihorl-wave signals which ore 
usual// received by the pitot in the form of 
{ sound. The dots and dashes which come 
into the pilot's earphones spell respective// 
' /he letters " A" ( • — ) and "N" f — • 
When /he pi/o/ is flying "on course" he 
hears both signals, bu/ they interlock to 
form a steady hum. If he strays to one side 
he hears /he let/er "A", on /he o/her the 
fe//er "N" indicating that he is "off course." 
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TO STEER. A COMFORTABLE 

For many a surgical patient the postoperative 
course hos been free from distention and even 
minor gas pains because of the widespread 
interest in the use of Prostigmin Methylsulfate* 
1:4000 os a routine preventive measure. Horger 
and Wilkey, in their conclusions from a study of 
175 cases said, “We have found in Prostigmin 
a very satisfactory method of controlling post¬ 
operative distention. No signs of drug intoxica¬ 
tion were seen, nor were by-effects on the eye 
observed. There was no obvious evidence of 
hyperperistalsis and no complaints of excessive 


POSTOPERATIVE COURSE 

cramps." (Management of Postoperative Disten- 
tion and Ileus, J.A.M.A., 1938, 110:1165). Levis 
and Axelman concluded, after a series of 88 
cases, that Prostigmin Methylsulfate has proved 
to be the most effective preventive of post¬ 
operative intestinal atony. They observed no 
by-effects, such os might be expected from the 
use of effective doses of eserine. (American 
Journal of Surgery, 1936, 32:308). We suggest 
1 ampul every 2 hours for 6 doses, giving the 
first injection immediately after the operation. 
HOFFMANN-LA ROCHE, Inc., NUTLEY, N. J. 


* Prc»iis*t*n Mtihyltuifcie i» the dimefh'rkoibontc e» 1 er of 3.hydroxy-phenyl-In methyl •ammonium melhyliulfale. 

PROSTIGMIN METHYLSULFATE 
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THE DUODENAL SYNDROME 


ASSOCIATED WITH ABERRANT SUPERIOR MESENTERIC ARTERY* 

FELIX CUN HA. M.D.. F.LC.S. 

KAN FRANCISCO 


A TTEMPTS at more minute and 
detailed diagnosis in gastro-en- 
teroiogy are often confronted 
with the critical suggestion that the ad¬ 
dition of new terms to the existing 
nomenclature, plus the addition of symp¬ 
toms described as a group under the 
heading of new syndromes, serve only 
to confuse. That this criticism is hard¬ 
ly fair is obvious, as the better we as 
physicians understand how a definite 
group of symptoms is produced, the 
better shall we he able to guide ami treat 
patients rationally and successfully. 

Specifically, the group of patients 
dealt with in this study presented a train 
of symptoms which from the history and 
physical examination suggested almost 
invariably the presence of duodenal pa¬ 
thology. Corroborative roentgen ex¬ 
amination is too frequently devoted 
solely to the determination of whether 
or not an ulcer is or is not present in 
that locale. If duodenal irritability and 
inconstant irregularity are grossly evi¬ 
dent, a certain percentage of keener 
minded or possibly better trained and 
experienced roentgenologists will ven¬ 
ture, sometimes with trepidation, a diag¬ 
nosis of duodenitis. Even among the 
latter group, however, will be found a 
certain percentage who do not yet admit 
that duodenitis is a definite clinical en¬ 
tity presenting almost a classic roentgen 
picture. 

When one is presented with a patient 
in whom there is a definite complaint 
referable to the duodenum, and the 
presence of ulcer has been ruled out, it 
is almost compulsory that one should 


search more intensely and minutely 
other parts of the duodenum than the 
bulb for an adequate explanation as to 
how tlie symptoms have'been produced. 
In speaking of the duodenal type of 
symptoms, reference is made to epigas¬ 
tric pain and burning, occurring two to 
three hours after food intake, eructation 
of hyperacid fluid or food, vomiting of 
acid gastric content, and fulness and 
distention in the midepigastrium accom¬ 
panied by belching of gas. similar to the 
symptoms in cases of true ulcer. Too 
frequently examination of the duodenum 
under the fittoroscope is confined to a 
cursory view of the region of the hulhtis 
alone, with little or no attention paid 
to the second and third portions of that 
structure. 

In cases such as those mentioned, fur¬ 
ther study of the outline and function 
of the duodenum, particularly of the 
second and third portions, is indicated 
It became noticeable in a series of cases 
seen by mv associates and me that, 
whereas the presence of an ulcer could 
fairly definitely be ruled out and certain 
anatomic changes or deviations in the 
duodenum could he demonstrated when 
present, certain associated gross body 
changes, particularly with regard to 
marked alterations in body weight, were 
common to each case. These weight 
changes were so striking that they could 
not possibly he overlooked. 

RETORT or CASES 

The earliest patients examined were a 
group of women who had undergone strenu¬ 
ous regimens of dieting for the purpose of 
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such an enema, and how long it takes 
food to reach the cecum from the time 
of oral ingestion. Alvarez long ago 
demonstrated that empty intestines be¬ 
come distended with gas, yet many sur¬ 
geons withhold food while resorting to 
mechanical and physiochemical meth¬ 
ods to reduce distention. The continu¬ 
ous drip, by rectum, into a vein or under 
the skin, and the massive use of morphia 
to make the victim forget his discomfort 
seem somewhat unfair to a patient 
whose stomach, duodenum and ileum 
have normal functioning ability. After 
gallbladder surgery the biliary system 
does not stop functioning. The vomit¬ 
ing patient will show bile in the vomitus. 
Why. then, should not the stomach re¬ 
ceive food and be encouraged to carry 
on its normal function? In abdominal 
distention the Miller-Abbott tube will, in 
most cases, save the patient much em¬ 
barrassment and shock, and should be 
used earlier rather than later. In gas¬ 
tric surgery the passage of the Levine 
tube into the small intestine permits 
early feeding and the maintenance of a 


chloride-protein-carbohydrate balance, 
thus reducing the possibility of tissue 
edema, slow healing, shock and many 
other complications too frequently at¬ 
tributed to everything but failure to 
evaluate properly the patient and give 
the correct assistance. 

Thus our duty is clearly outlined. 
Every effort must be made to teach the 
younger surgeon that there is no place 
for mechanical surgery. Skilful technic 
is essential. The careful and gentle 
operator commands an asset worthy of 
his calling. The true surgeon is one 
who applies all knowledge to the prepa¬ 
ration and care of his patient, who is 
willing to sacrifice an operation rather 
than subject a patient to ill advised sur¬ 
gery or to create a surgical cripple be¬ 
cause of poor judgment. If the young 
surgeon will realize that his service to 
mankind should be creative rather than 
destructive, he will be willing to endure 
the sacrifices that the science of surgery 
demands for success and thus become an 
asset to the profession. 

Benjamin I. Golden. 
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THE NATIONAL ASSEMBLY OF THE INTERNATIONAL COLLEGE OR SUR¬ 
GEONS WILL BE HELD FEBRUARY 12 AND 13, 1940, AT VENICE, FLORIDA, 
UNDER THE DIRECTION OF INTERNATIONAL PRESIDENT-ELECT DR. 
FRED H ALBEE AND THE PRESIDENCY OF DR. FREDERICK M. DOUGLASS. 
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weight reduction, some under medical su¬ 
pervision. others not. The common factor 
in all was that marked changes had taken 
place in the body contour and secondarily 
that just as marked changes must have 
taken place in the internal body mechanics 
as the result of alteration of anatomic rela¬ 
tionships. Each patient had begun to com¬ 
plain of gastric, or, rather, duodenal, type of 
symptoms shortly after the weight change 
had taken place. Conversely, as the study 
of such cases was elaborated on. the addi¬ 
tion to the series of many in whom gross 
and excessive addition of weight had oc¬ 
curred became necessary, as in these cases 
there was present the identical factor com¬ 
mon to all, namely, alteration in anatomic 
relationship. This alteration was confined 
to a specific area, namely, that wherein the 
superior mesenteric artery or an aberrant 
branch lay in contact with the duodenum, 
or crossed it. usually in its third portion. 

Roentgenologic examination of these pa¬ 
tients showed the buibus region invariably 
negative for ulcer, so attention became auto¬ 
matically focused on the second and third 
portions of the duodenum, more on the 
latter. 

In the beginning of the studies it was 
somewhat astonishing to discover a per¬ 
centage of cases in which anomalous posi¬ 
tion of either the superior mesenteric vessel 
itself or an aberrant branch crossing the du¬ 
odenum produced, first, duodenal compres¬ 
sion, second, duodenal stasis, and, third, duo¬ 
denal obstruction, partial, intermittent or 
even complete. This observation of the part 
played bv an aberrant branch of the superior 
mesenteric vessel was possible to make and 
verity by a series of circumstances extreme¬ 
ly fortunate from the standpoint of study. 
In one of the young women of the series a 
ruptured extra-uterine pregnancy developed. 
.At operation there were no unusual difficul¬ 
ties. so opportunity was presented to ex¬ 
plore the region of the duodenum, and in 
so doing an aberrant branch of the superior 
mesenteric artery was located, crossing the 
terminal portion of the third portion of the 
duodenum in such a manner as to act as a 
constricting band. A short interval later, a 
similar opportunity presented itself in an¬ 
other abdominal operation. Exploration re- 
w.ded pathologic features identical with 
those in the first case, except perhaps for a 
slight divergence in the direction of the 
crossing aberrant branch, it being a bit more 
oblique than transverse. Later, under some¬ 
what similar circumstances, a case was en¬ 
countered in which compression of the duo¬ 


denum, with attendant stasis and duodenitis, 
was caused by the superior mesenteric ar¬ 
tery itself. 

It is reasonable to presume, therefore, 
in view of the number of cases clinically 
presenting this syndrome, that an ana¬ 
tomic alternation of the kind just de¬ 
scribed, particularly one in which an 
aberrant branch is encountered, may be 
more frequent than is suspected. In 
spite, however, of the compressing posi¬ 
tion of the artery or its branch, no symp¬ 
toms had previously been complained of 
in the cases studied; therefore in all 
probability no tissue changes had taken 
place until marked alterations in the 
body structure itself had occurred 
through either gross depletion or gross 
additions of fat to the body. 

ETIOLOGY 

The changes in mechanical relation¬ 
ship and proximity of the structures in 
the second and third portions of the duo¬ 
denum to those surrounding them be¬ 
come grossly distorted when tissue 
changes take place. In the process of 
dieting to reduce, particularly if drastic, 
one is aware of the fact that the intra- 
abdominal mesenteries and the omenti, 
plus the retroperitoneal spaces, lose fat 
in quantity and early in the process, 
prior even to the external structures of 
the body. Particular^ is this true of 
such structures as the hepatoduodenal 
ligament, the gastroduodenal ligament, 
the gastrocolic ligament and the lesser 
and greater omenti. This is readily 
verified whenever exploratory laparot¬ 
omy is done in cases in which advanced 
or even moderately advanced gastro¬ 
intestinal carcinoma or any other wast¬ 
ing disease is present. In the process of 
adding on a great deal of weight, it is 
in these same structures — mesenteries, 
abdominal ligaments, omenti and retro¬ 
peritoneal spaces — that fat cells are de¬ 
posited in proportional amount, filling 
them out in about the same way in which 
a pillow is stuffed. 
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Among these body states may be enu¬ 
merated diabetes mellitis, hyperthyroid¬ 
ism. hvpothvroidism. hypo-ovarianism. 
true and subclinical myasthenias, Addi¬ 
son's syndrome, hypo-adrenalinism, the 


a short description of the normal anat¬ 
omy of the region involved is necessary. 
In addition, a description of the more 
common anomalous positions of the ar¬ 
tery itself, as reported in the literature, 



Fu. 3 S.ituual M_-cXum of iht- abdomen. A indicates ibe superior 
me-intone arit-rx cro—inu the duodenum, B the transverse colon, D the 
mt-enter> an<l l: the jejunum. Chances in elevation or depression of the 
area po-termr to the colon ( ii) and the duodenum (C) favor compression 
!>> the --uperior mesenteric arterx (A). 


primary and secondary types of anemia, 
and. lastly, carcinomas anywhere in the 
hotly, when accompanied by wasting. 
In other words, any disease "or syndrome 
wherein gross and drastic changes in 
body tat can occur, whether by loss or 
by addition, may be the etiolugic factor 
in the production of these symptoms. 

In the subclinical myasthenias and 
hypo-adrenal syndromes, an additional 
anatomic change may complicate the 
picture, namely, that produced by the 
sagging of such structures as the stom¬ 
ach and small intestine, caused entirely 
bv complete or almost complete atony of 
their -month muscle. It can be readily 
\i-ualized that the addition of such a 
complicating change to that already 
de-cribcd would serve to produce a 
gr<exaggeration of the latter syn¬ 
drome. 

In order to describe more adequately 
exactly how this syndrome i- produced. 


and of its aberrant branches as the)' 
have been seen to occur, is helpful. This 
can best he accomplished by means of a 
group of anatomic illustrations (figs. 1, 
2 and 3). It is of particular importance 
to note the relationship of the position 
of the superior mesenteric artery to the 
duodenum under normal conditions and 
then perhaps to visualize the relation¬ 
ship of the duodenum and artery to¬ 
gether to the underlying and surround¬ 
ing fatty tissue. The amount of such 
tissue may be normal, grossly depleted 
or much increased, as the case may be, 
depending entirely on the underlying 
bodily status. The drawing depicting 
a transverse view of this relationship 
(fig. 3) is best illustrative. 

REVIEW OF THE LITERATURE 

More than fifty years ago Glenard 4 
in his classic description of enteroptosis 
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AH the duodenal wall changes are de¬ 
pendent entirely on the degree of com¬ 
pression ; in only extreme cases are com¬ 
plete fixation and obstruction estab¬ 
lished. More often than not the food 
column, or, as one sees it fluoroscopi- 
cally, the barium column, is propelled 
by peristalsis against the compressed 
barrier, and a small or large amount, 
varying in the individual case, is able to 
trickle through. The remainder is car¬ 
ried, by the peristaltic action set up. 
backward toward the pylorus, then once 
again toward the jejunum, and a bit 
more gets through. This procedure re¬ 
peats itself endlessly. The amount of 
pressure exerted on the duodenum by 
the compressed artery naturally deter¬ 
mines the amount of food or barium 
which is able to pass by and onward 
down the intestinal tract. 

In those cases in which the syndrome 
has been present over a long period, ab¬ 
solute stasis in the duodenum is some¬ 
times noted, brought about through a 
fatigue inertia of the smooth muscle 
from overwork, propelling itself against 
an unyielding force. In these cases the 
associated degree of duodenal dilatation 
is often extensive. Oblique observation, 
the patient lying in the left lateral or left 
oblique position with the hips elevated, 
in most cases will demonstrate a partial 
or even total release of the compression, 
and the barium column will pass onward 
and downward in the intestinal tract. 
This observation is of particular diag¬ 
nostic significance and therefore to be 
stressed. Placing the patient in the par¬ 
tial Trendclenberg position and compar¬ 
ing the changes taking place with those 
found when the patient is in the stand¬ 
ing position will often reveal that the 
condition is aggravated or intensified in 
the latter position. The patient may be 
placed in a modified knee-chest position, 
face downward, and pillows placed un¬ 
der the lower abdomen and thighs, in 
which case a partial or total alleviation 
of the compression takes place. 


tiiera rv 

1. General. Correction or improve¬ 
ment of the underlying endocrine, meta¬ 
bolic or nutritional factors involved, if 
such exist, should be attempted. 

2. Dietary. A high caloric diet free 
from roughage or irritant components 
is indicated in those cases in which 
weight loss has been a prominent fea¬ 
ture. Conversely, a low caloric intake, 
a smooth diet and absence of roughage 
should be given in those cases in which 
marked increase of weight has taken 
place, accompanied by the proper asso¬ 
ciated therapy as indicated, either endo¬ 
crine or metabolic. 

3. Mechanical Support. Properly 
fitting abdominal supports which give 
a lift to those structures in the upper 
portion of the abdomen are indicated. 
An ordinary abdominal belt or support 
can be used with the addition of an in¬ 
lying flanged pad so that the stomach 
and duodenum are given a distinct lift 
as verified by fluoroscopic examination. 
The amount of lifting of the duodenum 
is estimated bv fluoroscopic examination 
after the patient has been given a bari¬ 
um meal. 

4. Drug Therapy. 

A. Appropriate therapy of undcrlymR path¬ 
ologic condition 

f th\ roid extract 
man (whole Rtan<l 
extract) 

pituitary extract 

(f>) Nutritional. Caloric intake to he 
corrected 

firon "] when and 
(f) Circulatory ^ In cr ?if indi- 

UcntricuhnJ catcd 
f \itamin A, B and 
1 1). singly or com- 
(d) Deficiency <tatc x limed, depending 
I on the clinical 
Utahn 

/? For the associated li\perperistal'j>. uf the 
smooth muscle the follow ing ma> he met!, 
when indicated. 

( belladonna 
atropme 
papas crinr 

tra«entin 
no* atropine 
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oscopic examination and is of help in 
diagnoAs. 

SYMPTOMS 

A variety of symptoms may he en¬ 
countered in these cases, hut' most fre¬ 
quent is a group suggestive of duodenal 
ulcer. In the order of relative frequency 
of occurrence the symptoms are: 

1. Bain. This is midepigastric or in 
the vicinity of the umbilicus and is ac¬ 
companied by upper abdominal tender¬ 
ness and tension. There are spasm and 
rigidity of the musculature, producing 
soreness. L'sually the pain is not re¬ 
lieved by food intake, in contradistinc¬ 
tion to tlie pain in cases of ulcer. 

2. I : hititlciici'. Bloating. This is 
rather common and is probably due to 
fermentation of both gastric and duo¬ 
denal contents secondary to duodena! 
dysfunction. Aggravating this symp¬ 
tom is often the influence of disturbed 
duodenal function on the adjacent gall 
bladder, acting reflexly to disturb its 
normal function. 

3. I’omiting. This is present in 
nearly every case, almost exclusively 
without nausea, and is invariably copi¬ 
ous, temporarily relieving discomfort. 
Dehydration and loss of chlorides fre¬ 
quently complicate the condition, pro¬ 
ducing acidosis, with increasing vomit¬ 
ing. dehydration and dechlorination, so 
that a vicious cycle is set up. A minor 
but important detail is the presence of 
far more than the ordinary content of 
bile in the vomitus. 

4. Constipation. This is the rule 
and is secondary to lowered food intake 
on the part of the patient because of fear 
of ensuing symptoms and because of 
disturbed digestion in the small intes¬ 
tine. 

5. Headache: Dizziness: Vertigo. 
The-e are encountered in a high per¬ 
centage t if ea<es and are due to the ab- 
Mirption -u‘ toxic products through the 
duodenal wall into the general circula¬ 
tion. inspiring some writers to use for 
such a condition the term ‘'duodenal, 
migraine.” 


6. Epigastric Burning. This is not 
usually encountered. It may perhaps be 
due to backward pressure exerted 
against the pyloric ring by the reverse 
peristalsis present and alkaline duodenal 
contents regurgitating into the stomach 
and neutralizing acidity. 

OBJECTIVE SIGNS 

If an associated endocrine, metabolic 
or deficiency state is present as an un¬ 
derlying factor, it can often be noted on 
inspection of the patient alone while tak¬ 
ing the history, as the degree of such 
change is likely to be marked. Mild dis¬ 
turbances in these conditions do not pro¬ 
duce sufficient tissue change to alter 
mechanically the relationship necessary 
to produce these symptoms. The condi¬ 
tion of the hyperthyroid individual is 
usually obvious from merely casual ob¬ 
servation. The same is true of the hy¬ 
pothyroid, hypo-ovarian, myasthenic or 
anemic, etc., patient. If any of these 
conditions are underlying, they are so 
grossly evident as to be obvious. 
Among the patients in whom none of 
these changes is underlying, one is con¬ 
fronted most frequently with women 
who have undergone drastic dietary re¬ 
striction for the purpose of weight 
reduction. 

The objective signs are confined to the 
abdomen alone, except in cases in which 
signs of the associated syndromes are 
present in addition. The signs are ten¬ 
derness and spasm of the upper abdom¬ 
inal musculature, confined to the mid- 
epigastric and peri-umbilical area. With 
a slight stretch of imagination one could 
say that perhaps the localized point or 
area of acute tenderness is not as sharp¬ 
ly defined or focal as in a case of duo¬ 
denal ulcer. 

In one patient of the series reported 
here, a woman who had lost consider¬ 
able weight, visible reverse peristalsis 
across the upper abdomen was noted, 
and the degree of obstruction from com¬ 
pression was severe. 

Often symptoms occur intermittently 
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cette artere ou ses embrancliements dis- 
tributifs determinent des derangement? 
analogues. 

Lcs symptomes sont analyses; le 
traitemcnt operatoire est discute, et les 
precedes employes dans le laboratoire 
sont indiques. L’auteur attache une 
grande importance a 1'etude fluorsco- 
pique de la deuxieme et de la troisienu 
portion dtt duodenum. Le traitement 
nonoperatoire est donne ainsi que les 
manoeuvres operatoires utiles dans les 
cas extremes et refractaires. 


ZUSAMMENFASSUNG 

Das duodcnale Syndrom bci anormalcm 
Verlauf dcr .-irtcria mcsentcrica 
superior 

Ein Erscheinungsbikl wird beschrie- 
ben, dessen Svmptome absolut fiir das 
Vorliegen eines duodenalen Ulcers 
sprechen, in dem aber die klinisebe und 
rontgenologische Untersucbung diese 
Diagnosis aussebliessen. Starke Sclvwan- 
kungen des Korpergewichts, entweder 
Fettschwund oder bedeutende Fettab- 
lagcrungen. verandern die anatomischen 
Verbaltnisse und damit die meebanische 
Funktion des Absclmittes des Duodc- 
nums, der von der Arteria mesentcrica 
superior oder einem anormal verlaufen- 
den Ast gckreuzt wird. 

Die Svmptome werden besebrieben 
und die ndtigen Laboratoriumsunter- 
suebungen angegeben. Besondercr Wert 
wird auf die griindliche rontgenolo- 
gisebe Untersucbung des zweiten und 
dritten Duodcnumabscbnittes gclegt. 
Ein konservatives IJebandlungsver- 
iabren wird angegeben und die cbirur- 
gischen Vorgehcn werden besebrieben, 
die fiir besonders sebwere und hart- 
nackigc Fade angcwcmlet worden sind. 


SUMARIO 

El shidromc duodenal asociado con 
arteria aberrante mcsentcrica 
superior 

Un sindrome es decrito con sintomas 
easi patognotuonicos de ulcera duodenal 
pero en el ctial examen clinico y roent- 
genologico excluye este diagnostico. 
Cambios marcados en el peso del cuerpo, 
marcada evacuation de grasa 6 marcado 
aumento de grasa, altera las relaciones 
anatomicas y por lo tanto la funcion 
mecanica de esa region del dttodeno 
erttsada por la arteria mesentcrica su¬ 
perior 6 una rama aberrautc. 

La sintomatologia es descrita, con los 
trabajos de laboratorio indicados. El 
valor del estudio fluoroscopico, particu- 
larmente de la segunda y tercera portion 
del duodeno, es recalcado. Un bosqttejo 
para un tratamiento conservative es 
dado, y los distintos procedimientos 
quirtirgicos en los casos extremos v 
refractarios son citados. 

RIASSUNTO 

Sindrome duodcnalc da arteria 
mcsentcrica superiorc aberrante 

Una sindrome e descritta con sintomi 
quasi patognomonici dell'ulcera duode- 
uale, in cui l'esame radiologico e clinico 
cscludono la forma ulcerativa. Marcate 
modificazioni del peso corporals, sia per 
deplezione o per aumento dt grasso. 
alterano la relazione anatomica e di 
cotisegucnza la funzione mcccanica della 
regiotic del duodeno attraversata dall'- 
arteria ntesenterica superiorc o da un 
ramo aberrante di cssa. 

La sintomatologia e descritta con gli 
esamt di laboratorio indicati. I.’impor- 
tanza dell'esamc lluoroscopico. partico- 
laramente della seconda e terza jiorzionc 
del duodeno, e ricordata. I.'autore 
descrive il trattamento conservative del 
case, e i metodi cbirurgiti da usare nei 
casi estremi e refraltari. 



101 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


During fluoroscopic examination of Because of the inability of the duo- 
these patients, most evident is the pres- denum to rid itself in a normal manner 
ence of antiperistalsis, or reverse peri- of this churning mass, an irritating me- 



Fir, 4 The roentgenogram on the left shows an enlarged and dilated duodenal bulb (A — B). That on the 
right <hou« dilated first, second and third portions of the duodenum (A — B). 


stalsis. in the second and third portions 
of the duodenum, the column of barium 
reaching the point of compression at 
about the terminus of the latter, then 
being unable to follow through, anti- 
peristaltic waves of muscular action 
carrying it backward to the pylorus, 
with the production of an endless 
churning back and forth of the barium 
column between these two points. The 
food column acts in a similar manner. 

Owing to the increased intensity of 
the peristaltic wave because of meeting 
■such obstruction, and in attempting to 
overcome it. after some time a secondary 
dilatation of the duodenum takes place, 
in order to accommodate the increased 
food content, so that in a large percent¬ 
age of cases a duodenum of more than 
usual width and caliber is found. 


chanical friction of the duodenal mucosa 
takes place, even though the diet may be 
free from roughage and irritant fiber 
material, and duodenitis is produced, 
manifesting itself roentgenologically by 
a fairly constant irregularity of the duo¬ 
denal outline. 

Such changes are not as marked in 
the region of the bulb itself, because at 
this point the reverse pressure exerted 
against the pylorus is not as great as 
that at the point of yielding. Some re¬ 
lief of the intraduodenal pressure is ob¬ 
tained by food regurgitating through 
the pylorus into the stomach, at the same 
time releasing some of the pressure ex¬ 
erted against the compression point, but 
in no way influencing the vicious circle 
which has become established. 
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Thus far about five hundred patients 
have undergone the operation, but in 
America, as in France, many patients 
have been operated on by a modified 
method. Sometimes the left splanchnic 
resection is associated with the same 
operation on the other side (Peet, of 
Michigan, reported 65 per cent of pa¬ 
tients thus successfully and permanently 
cured) ; sometimes splanchnic resection 
is associated with resection of the first 
two pairs of lumbar ganglions (Waiters, 
of the Mayo Clinic, has been successful 
in 70 per cent of cases thus treated) and 
sometimes with resection of the adrenal 
gland (Leriche, Wertheimer). I shall 
simply mention the multiple thoracico- 
lumbar rhizotomies performed by Adson 
and his collaborators. 

It is interesting to recall here that 
Wertheimer, after having tried various 
modifications of my operation, stated: 
“The most remarkable and lasting re¬ 
sult (recovery persisting after four 
years) has been obtained by simple re¬ 
section of the splanchnic nerves of the 
left side.” That is to say, by my method. 

I am fully convinced that in truly 
Functional arterial hypertension without 
evident renal alteration (in many in¬ 
stances serious renal lesions are found 
unexpectedly at autopsy), without high 
azotemia and without pronounced 
sclerotic lesions of the arteries, simple 
left splanchnic resection can give satis¬ 
fying and sometimes brilliant results. 

There have been no deaths following 
my operations, whereas other proposed 
procedures, such as removal of the 
adrenal gland, are accompanied by seri¬ 
ous dangers to the life of tile patient. 

The statistics of Italian surgeons 
(t'iccri. Alessaudri and Valdonii dis¬ 
close a series of cases with clinical re¬ 
covery remarkable for an illness such 
as true arterial hypertension, which is 
refractory to all medical treatment and 
in which there has been no amelioration 
of the morbid symptoms, above all. the 
subjective troubles of the patients, as 


Leriche has recognized from his ob¬ 
servations. 

It is not just to endanger the life of 
the patient by subjecting him to hazard¬ 
ous operations. If simple resection of 
the left splanchnic nerves proves insuffi¬ 
cient, one may operate in two stages, 
performing in the second stage either a 
resection of the splanchnic nerves on the 
opposite side or a superior lumbar 
ganglionectomy. However, I do not 
believe these more complicated opera¬ 
tions offer any advantages. Neverthe¬ 
less I subscribe to the practice of adding 
to resection of the left splanchnic nerves 
alcoholization of the right splanchnic 
nerves. This method of alcoholization 
of the splanchnic nerves was proposed 
by me and was done many times by 
Ciceri, of Venice, and by my collabora¬ 
tor, Valdoni, of Rome, in clinical cases 
of hypertension which failed to respond 
to the resection of the nerves alone or 
which presented contraindications 
(obesity or cardiac weakness) to the 
technic of surgical intervention. Block¬ 
ing of the splanchnic nerves with alco¬ 
hol on one or both sides may eventuate 
in helpful lowering of the blood pres¬ 
sure; this, however, lasts only a few 
months. Naturally this represents an 
emergency and succedaneons treatment. 

TECHNIC 

The technic proposed bj me, which is free 
from all danger. Is the following: 

The day preceding the mtenention the pa¬ 
tient is given an injection of novocain <20 cc. 
of a 1 per cent solution» m the left sub- 
diaphragmatic space where the splanchnic 
nerves pass This is to assure that the anes¬ 
thesia of the splanchnic nerves suffices to de¬ 
termine a lowering of the Mood pressure ff 
after two or three such attempts .it umocam- 
iration there is no lowering of the pressure, 1 
do not advise the operation. 

Anesthetization For the anesthesia of the 
left splanchnic nerves a long needle is used for 
the injection. This is pointed immediately 
aliove the twelfth rib, -4 cm from the median 
line of the spinous process The needle is 
pushed forward and slightly inward until i: 
reaches the l>od\ of the \ertcbra, pas-* 
through the skin, the sulicut com 
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C Where stati- and atony of smooth muscle 
arc present and increase in muscle tonus 
is desired: 

Ephedrinc 

Benzedrine t Alone or in \aried 
Strychnine ' combinations 
Pituitrin J 

P. Duodenal intubation and lavage with: 
(<i) Normal saline solution 
(/>) Alkaline solutions—sodium car¬ 
bonate 

(e) Dilute silver nitrate—1 :5,000 or 
1 -8,000 as a therapeutic agent in 
overcoming the inflammatory and 
irritant changes. 

5. Surgical Treatment. A variety 
of surgical measures have been advo¬ 
cated for relief of this condition. Among 
these are gastroduodenostomy and gas- 
tro-enterostomy. It is difficult to un¬ 
derstand how the latter procedure can 
possibly he indicated. Gastroduodenos- 
tomv is indicated only in refractive cases 
not amenable to conservative therapy. 
Our experience with a series of more 
than twenty cases classified under this 
heading has been that careful history 
taking, proper study, and correction of 
the underlying etiologic factor, whether 
endocrine, dietary, circulatory, or meta¬ 
bolic deficiency, supplemented with con¬ 
servative measures, will give a satisfac¬ 
tory percentage of successful results. 

There has been reported in the litera¬ 
ture one case in which an aberrant 
branch of the superior mesenteric vessel 
was ligated and rejected, with complete 
relief of the duodenal compression. 
This would he feasible procedure in any 
case in which the identical conditions 
were present. 

Duodenopexy has also been recom¬ 
mended. but it is difficult to visualize in 
what manner it would help. 

SUMMARY 

A syndrome is described with symp- 
mniN almost pathognomonic of duodenal 
ulcer hut in which clinical and roent¬ 
genologic examination exclude this 
diagnosis. 

Marked change* in body weight, 
gross fat depletion or gross fat in¬ 


crease. alter the anatomic relationship 
and therefore the mechanical function 
of that region of the duodenum crossed 
by the superior mesenteric artery or an 
aberrant branch. 

The symptomatology is described, 
with the laboratory procedures indi¬ 
cated. 

The value of fluoroscopic study, par¬ 
ticularly of the second and third por¬ 
tions of the duodenum, is emphasized. 
An outline of conservative management 
is given, and the various surgical pro¬ 
cedures which have been used for ex¬ 
treme and refractive cases are cited. 
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RfiSUMfi 

Syndrome duodenal du mix 
anomalies dc la grande 
art ere mesenterique 

Un syndrome duodenal offirant des 
symptomes presque pathognomoniques 
de l'ulcere duodenal est decrit. Nean- 
moins dans les cas de cette nature l’ex- 
araen clinique ainsi que l’examen roent- 
genologique exclut le diagnostic d’ulcere 
duodenal. L’engraissement ou 1’amai- 
grissement altere les rapports anato- 
miques et le fonctionnement de la region 
du duodenum avoisinante 1’artere me¬ 
senterique superieure. Les variantes de 
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TREATMENT OF ESSENTIAL ARTERIAL HYPER¬ 
TENSION BY LEFT SPLANCHNICOTOMY 

SENATOR PROF. DR. NICOLA PENDE 

HOME. ITALY 


I N 1924. at the Congress of Internal 
Medicine at Padua. Italy. I illus¬ 
trated and proposed for the first time 
a treatment for essential arterial hyper¬ 
tension consisting of resection of the 
greater and the lesser left splanchnic 
nerve. This is the first operation on the 
sympathetic nervous system which has 
been conceived for the treatment of this 
disease. After a long period of clinical 
experimentation on more than five hun¬ 
dred patients and after a discussion at 
the International Congress of Surgery 
at Ilrussels in September 193S, my 
method was submitted to the surgical 
world and to scientific criticism. In this 
paper I wish to review the fundamental 
principles which concern the physio- 
pathologic basis of the treatment, the 
operative technic, the therapeutic re¬ 
sults. recent and remote, and the indica¬ 
tions and contraindications for the pro¬ 
cedure. 

The phvsiopathologic features of my 
operation of left splanchnicotomy for 
the treatment of essential arterial hyper¬ 
tension, or functional arterial hyperten¬ 
sion. as 1 prefer to call it. are based on 
the conception at present most widely 
accepted for this condition, that of a 
natro-emiucrinc syndrome, with pre¬ 
dominance of tonus of the vasoconstric¬ 
tor sympathetic nerves and of the hor¬ 
mones or svmpathcticotropic angio¬ 
spastic metabolites. The arteriole-capil¬ 
lar} hypertonicity here is generalized, 
accompanied by threatening crises of pe¬ 
ril'die occurrence, but it seems localized 
particularly in the vasculosplanchnic 
area, that is v> -ay, in the great svstem 
of \ iscera and vessels which plav a 
primarx role in the regulation of the 
hematoih namic equilibrium. It is 
through the medium of this sphmehnic 


system that the cerebral and medullary 
nerve centers presiding over vascular 
tone are able to act, as exemplified in 
the form of propioceptive and vasosen- 
sory reflexes of sinocarotid and cardio- 
aortic origin; this, together with the 
adrenal hormone has a selective action, 
particularly on the splanchnic appara¬ 
tus. The state of tonicity of the renal 
vascular system is of great importance 
in this connection. 

The role played by the factors re¬ 
sponsible for hypertensive reflexes is of 
great clinical importance in producing 
essential hypertension in man. These 
reflexes are occasioned via the splanch¬ 
nic nerves. They may be suppressed by 
resection of these nerves; this has been 
verified by investigators who have 
studied the effects of splanchnicotomy in 
experimental hypertension by denerva¬ 
tion (Fontaine and Mandl). 

On the basis of my experiences since 
1903, 1 believe that splanchnicotomy re¬ 
duces the adrenal secretion. And I have 
clinically demonstrated that the results 
of splanchnic resection can be obtained 
by a unilateral resection of the large and 
small splanchnic nerves. This is in ac¬ 
cord with surgical observations which 
have shown that interventions on the 
sympathetic nervous system on one side 
affect the functions of the opposite side. 

From the results in my first case of 
essential arterial hypertension, in which 
the patient was operated on by Fieri, of 
Udine, Italy, in 1929, and from the re¬ 
sult observed in numerous other cases, 
in some of which the patients have com¬ 
pletely recovered, today one can consider 
the phvsiopathologic basis of my treat¬ 
ment as well founded, as has been veri¬ 
fied bv Fontaine, Leriche and many 
physiologists and clinicians. 
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tissue. the superficial fascia, the fibers of the 
trapezius muscle, the posterior sheath of the 
lurnbodorsa! aponeurosis, the small postero- 
inferior serratus muscle, the longissimus dorsi 
muscle, the intercostal muscles, the cpiadraUis 
lumborum muscle and the endothoracic fascia. 

When the needle encounters the resistance 
of the vertebral body it is withdrawn some¬ 
what and is then directed forward and 
more laterally in order to positively en¬ 
counter the vertebral body. After the an¬ 
terior portion of the surface of the vertebral 
body has been reached in this manner and it 
has been ascertained that no blood issues from 
the needle, the anesthetic solution is injected, 
slowlx; at the same time the needle, which is 
always held medially, is withdrawn slowly so 
that the point scrapes over the vertebral body. 
In this manner the anesthetic solution is in¬ 
jected in an area corresponding to the position 
of the sympathetic trunk of the splanchnic 
nerves. 

Surgical Approach. I prefer to do an extra- 
peritoneal subdiaphragmatic neurotomy such 
as those studied and performed by Durante, 
Donati, Ciceri, Alessandri, Mingazzini, Yal- 
doni and others. The patient is placed in the 
lenai position, lying on the right side. An in¬ 
cision 15 to 16 cm. long is made, which begins 
from the paravertebral line, crossing the course 
of the twelfth rib, thus nearly forming an X. 
The latissimus dorsi muscle is divided, the rib 
is uncovered with a long incision of the peri¬ 
osteum. and its resection is extended sub- 
periosteally. Yaldoni prefers not to remove 
the rib. particularly if the patient is thin. 

The incision of the deeper strata follows the 
direction of the costal bed. The perirenal 
fascia is detached manually (one thus frus¬ 
trates bleeding), using as a guide the twelfth 
rib, and the body of the twelfth dorsal ver¬ 
tebra. attached to which one can identify the 
left pillar of the diaphragm. 

The fat is removed from the bodies of the 
vertebrae, and the great splanchnic nerve is ex¬ 
posed. This is raised with a forceps and re¬ 
sected for an approximate length of 2 cm. 
Above this nerve lies the small splanchnic 
nerve, which runs obliquely downward and 
lateral to the left adrenal gland; this is also 
resected. Before suturing the deep structures 
one should explore the left adrenal gland to 
ascertain the presence of adrenalotna, either 
iortical or medullary. 

The wound is finally sutured in layers, a 
iu!...i.tr ilrahi being left in the costovertebral 
angle. 

COMMENT 

The entire operation requires about 
one halt hour. The preferred general 


anesthetic is ether, but for thin and non- 
nutscular patients a local anesthetic may 
be used. In ten days the patient is suf¬ 
ficiently recovered to be dismissed. 

The arterial pressure, taken the day 
after the operation, with the patient in a 
relatively tranquil state, shows a fall of 
5 to 10 cm. for the systolic pressure and 
4 to 5 cm. for the diastolic pressure. 
Sometimes a few days or even a month 
may pass before an appreciable fall in 
the pressure can be noted. It is inter¬ 
esting to observe in the first days after 
the operation an improvement of many 
of the functional disturbances of the 
heart, of the brain and of vision. A 
patient with an old hemiplegia was able 
to resume his work and to ride a motor¬ 
cycle. 

Such a comparatively easy surgical 
intervention which never endangers the 
life of the patient, if well indicated (with 
absolute exclusion of cases with azo¬ 
temia of more than 0.5 mg. per hundred 
cubic centimeters, and cases of chronic 
nephropathy, arteriosclerosis or cardiac 
insufficiency), appears today to be the 
only chance to save young individuals 
suffering from cerebral hemorrhages or 
from crises of left ventricular insuffi¬ 
ciency and seems to be indicated in all 
cases in which there is precocious in¬ 
capacity to work as a result of hyper- 
piesis. 

Many of my patients who were oper¬ 
ated on have been able to resume their 
habitual occupations after long periods 
of incapacity and after fruitless medical 
or physical treatment of the most mod¬ 
ern and varied types, during which they 
entertained hope of amelioration for 
many years, which treatment had no 
decisive effects on the disease and on 
the symptoms of hypertension. Un¬ 
doubtedly in time grave complications of 
the disease would have ensued. 

SUMMARY 

Treatment of essential hypertension 
bv resection of the greater and the lesser 
left splanchnic nerve was proposed by 
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spite of minute examination of ail the 
organs in question. Thus my attempts 
failed repeatedly. Physicians who had 
referred the cases to me as well as I my¬ 
self were much discouraged. Mean¬ 
while I changed the technic of injection, 
abandoning the procedure of Svetlotv, 
White and Werber, 

In spite of mam' failures I neverthe¬ 
less achieved success in some cases (in 
agreement with the publications of 
Pende 1 ). Two cases may be cited. 

Cask 1 (referred by Dr. R. Singer). Mr. I. 
suffered from typical hypertension. Cervical 
sympathectomy, with the use of paravertebral 
anesthesia induced by novocain and alcohol, 
was done on Nov. 29, 1937. No variation of 
the blood pressure followed. The next day 
intervention on the kidneys and adrenal glands 
by bilateral injection between the eleventh dor¬ 
sal and the second lumbar vertebra, with 
paravertebral anesthesia induced by novocain 
and alcohol, performed in two stages, produced 
lowering of the blood pressure as measured by 
the Vaquez instrument from 25 to 15 points 
within several hours. The tension paroxysms 
which had recurred every week did not recur 
again until January 1938. 

Case 2. Mr. F., a patient at the S. C. Can- 
ning-Chiid’s Hospital, Vienna, had essential 
hypertension (the blood pressure was 29.5/19.5 
1 Vaquez]). The heart was decompensated. 
The urine showed numerous leukocytes, single 
and in groups, one or two erythrocytes to the 
held, and isolated epithelial ceils. Paralysis of 
the cardiac sensory nerve tracts rvas induced 
by novocain and alcohol-, this gave no resuits. 
An attempt to paralyze the splanchnic nerves 
by injection (between the eleventh dorsat and 
the second lumbar vertebra) resulted in lower¬ 
ing of the blood pressure. The injection made 
on Sept. 23, 1937, reduced the blood pressure 
In 28.5, that of September 25 to 23 5, that of 
September 29 to 22 5 and that of October 20 
to 21 points, in January 1938, the blood pres¬ 
sure remained definitely at 19 points. 

Comment. In this case, without any 
internal medication repealed injections 
in the splanchnic region reduced the es¬ 
sential hypertension to a tolerable point, 
at the same time improving the cardiac 
condition to the extent of almost com¬ 
plete disappearance of subjective symp¬ 
toms. 


I have observed several analogous 
cases. 

Paralyxng the stellate ganglion and 
injection of the lumbar plexus it ever 
yielded lowered blood pressure readings. 
The aim of such injection treatment is 
to take the place of operations on the 
stellate and the retroperitoneal gangli¬ 
ons.' One must not forget that Hor¬ 
ner’s syndrome develops on injection of 
the stellate ganglion. The appearance 
of this syndrome shows that injection 
of the stellate ganglion has been suc¬ 
cessful. On this point I wish to refer 
to the monograph of Pelot. 1 

Medical literature contains frequent 
mention of the important centers for the 
treatment of hypertension, centers 
where the injection must be made. It 
also mentions that at times atypical 
anatomic relations arc found which 
make the precise application of the in¬ 
jection difficult.’ I believe that one 
should not overestimate the importance 
of these anatomic variations and should 
remember that if the injections arc made 
under pressure the ganglions will be 
affected. 

OPERATIONS ON THE THYROID 

In regard to interventions on the en¬ 
docrine glands and on the kidneys, one 
notes following such operations marked 
lowering of the blood pressure, which 
may he more or less persistent. These 
facts were noted by Jcntzcr, flraukcr 
and others who have written on the 
subject. 

fn this connection 1 have made some 
experiments consisting of total extirpa¬ 
tion of the thyroid. This surgical pro¬ 
cedure is difficult, though I have suc¬ 
ceeded in simplifying the technic. Sev¬ 
eral weeks after total extirpation of the 
thyroid one notes lowering of the blood 
pressure. The time of this lowering 
does not necessarily coincide with the 
first mild symptoms of myxedema. 
There is no relation between lowering of 
the metabolic rate and lowering of the 
blood pressure. The latt ’' not t 
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RIASSUNTO 

Trot lament o dell'i pert ensione artcriosc 
esscncialc eon la splacnicotomia 
sinistra 

Xcl l f >24 Pende suggeri la resezione 
del grande e piccolo nervo splacnico di 
sinistra ndla cura dell’ipertensionc es- 
^enziale. 1/opcrazionc e limitata sola- 
mente nci casi di ipertensione nei 
giovani c negli adulti chc non presen- 
tano manitestazioni di insuffizienza 
renalc. nc azotemia, ne degencrazione 


marcata delle arterie. 

Qualche volta l’anestesia locale con 
novocaine e sufficiente; ma 1’anestesia 
generale e preferibile. La via d’ap- 
proccio lombare extraperitoneale e con- 
sigliabile. Se l’anestesia con novocaine 
del nervo splacnico sinistro, eseguita il 
giorno precedente l'operazione, non 
porta L’abbassamento della pressione 
sanguigna. l’operazione e contraindi- 
cata. I risultati sono eccellenti nei casi 
bene scelti. 
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terventions. He emphasized the differ¬ 
ence between experiments on animals 
and cases in man. 

I myself have performed several such 
operations in Vienna. I presented the 
first case in which operation was per¬ 
formed for Buerger's disease before the 
Society of Physicians of Vienna on Oct. 
20, 1933.' Tlie patient recovered, and 
the cure lasted until 1937. At the same 
time a severe varicose ulcer was healed. 
Before operation the blood pressure was 
20. The patient emigrated to Palestine, 
where he worked as a day laborer, hut 
despite this heavy work the blood press 
sure never rose beyond 16 or 17. Since 
then in every case of Buerger’s disease 
I notice the patient's blood pressure, f 
have rarely found this condition asso¬ 
ciated with pathologic hypertension. 
The following case is illustrative: 

Mr. H., aged 35 years, who had been ad¬ 
mitted to the S C. Canning-Child's Hospital 
several months before for Iltterger’s endarteri¬ 
tis, had a blood pressure of 23/10.5 He had 
received epidural and splanchnic injections and 
injections of the lumbosacral plexus, after 
which the circulation in the diseased limb was 
improved. But there was no lowering of the 
blood pressure, the minimal lowering produced 
being due to injection shock Arteriography 
showed no therapeutic results. The chemical 
and mechanical treatment of the adventitia of 
the femoral artery was without benefit I did 
an artericctomy accortling to the method of 
I.erichc, the procedure which Lcrichc would 
interpret as an intervention on the sympathetic 
nervous system and ganglions. The excessive 
pain disappeared after the operation. The 
blood pressure was lowered from 22 5/10 5 to 
17.5/10.5. After one month it was 16 5/1(1 
and after two months 17/9 After three 
months it was 17/9 5 and remained thus for 
four months, after which 1 lost sight of the 
patient, who was an emigrant 

One secs that the operation of I.erichc 
can beneficially influence hypertension 
occurring in a young patient, hut 1 can¬ 
not report numerous analogous cases. 

COMMENT 

[ wish to reemphasize that cases of 
hypertension which come to the surgeon 
for relief are usually seriously advanced 


cases. One should always prefer injec¬ 
tion to operation, if it is possible, of 
course after having closely examined 
the function of the organs where the in¬ 
jections are to he made. One should not 
forget surgical intervention on the thy¬ 
roid and injection of the sympathetic 
ganglions. In such manner one will he 
able to benefit many patients, though the 
mechanism of the improvement is not yet 
very clear. 

Admittedly this is only symptomatic 
treatment. But otic must acknowledge 
that surgery must often content itself, in 
many cases, with therapeutic methods 
that can offer only symptomatic results 
(surgical intervention for various forms 
of carcinoma 1. 

SUMMARY 

In cases of malignant hypertension, 
the type which conies to the surgeon 
after medical measures have been ex¬ 
hausted, the interrelation of the endo¬ 
crine glands, sympathetic nervous sys¬ 
tem and other factors must he con¬ 
sidered. Mand! has treated hyperten¬ 
sion by paravertebral injections of novo¬ 
cain ami alcohol and by injections into 
the sympathetic nervous system, affect¬ 
ing the kidneys, heart and adrenal 
glands, with success in some cases. 
Total extirpation of the thyroid resulted 
in marked lowering of the blood pres¬ 
sure in his series. Sympathectomy for 
Buerger's disease has resulted in lower¬ 
ing of the blood pressure. Injection is 
always to he preferred to operation, lint 
the potential benefits of the latter should 
he kept in mind. 
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tern, the sympathetic nervous system 
and other factors play here. He must 
also take into consideration the interre¬ 
lation of the numerous factors which 
might influence the blood pressure (the 
glands of internal secretion, the tracts 
of sensory nerves, the vegetative ner¬ 
vous system and vitamin factors). I am 
pleased to have been one of the first to 
have recognized the existence of this 
interrelationship. 

In regard to the history of the sur¬ 
gical treatment. I was the first to per¬ 
form extirpation of the parathyroids in 
a case of hypertrophy of these glands 
( 1925-1926). I described the variation 
of the calcium and the phosphate me¬ 
tabolism which resulted in such cases 
and pointed out also the great influence 
of the parathyroids on the arterial ten¬ 
sion. Of course, the influence of the 
other glands, for instance, the adrenal 
glands and the thymus, is no less im¬ 
portant. 

Ever since spinal anesthesia became 
an important aid to the surgeon (for 
several years) the problem of the fall 
in the blood pressure which occurs regu¬ 
larly under subarachnoid block has been 
studied, and it has been thought possible 
to make use of lumbar anesthesia to re¬ 
duce pathologic hypertension. The ad¬ 
vantages of such a procedure are ques¬ 
tionable. Desides, it is too risky to at¬ 
tempt. 

Elliott, in 1923. and Pende, in 1924, 
tried to treat hypertension by interven¬ 
tion on the splanchnic nerves. Donati, 
Durante. Camelot. Jeannenev and others 
followed their example. Section of the 
-planclmic nerves was done either by 
operation or by injection. 

P\R WERTEBRAL INFECTION'S 

W ithout knowledge of the publica¬ 
tion- of Pende and Elliott I have tried, 
in collaboration with Dr. Brunner (ser¬ 
vice of Professor Pal. of Vienna), to 
treat patients suffering from angina 
pectoris by paravertebral injections. 


The results encouraged me to use this 
treatment also in cases of so-called idio¬ 
pathic hypertension. I proceeded in the 
manner suggested by Dr. Laewen (who 
used injection only for purposes of 
diagnosis and anesthesia). My obser¬ 
vations follow: 

Bruno M., aged 59 years, suffering from so- 
called idiopathic hypertension, was subjected 
to paravertebral injection (between the fourth 
and the sixth dorsal vertebra) on Nov. 11,1925. 

Mrs. Marie G., aged 67, also affected with 
so-called idiopathic hypertension, was treated 
by paravertebral injection (between the fourth 
and the sixth dorsal vertebra) given bilaterally, 
on Nov. 11, 1925. 

Mrs. H., a victim of hypertension of the so- 
called idiopathic type, was given a bilateral 
paravertebral injection (between the ninth and 
the eleventh dorsal vertebra) on Dec. 1, 1925. 

It may be noted that in 1925 I had 
not yet decided whether it was necessary 
to section the nerves of the heart, the 
kidneys or the adrenal glands. 

Diminution of the blood pressure en¬ 
sued regularly in the cases here cjted, 
but it was not known whether this was 
not perhaps due to the effect directly 
attributable to the injection. Some time 
later I became convinced that this was 
due not to the injection shock but to the 
influence of the anesthetic solution on 
the vegetative or endocrine organs. 

INJECTIONS AFFECTING ORGANS 

I then decided to produce paralysis in 
certain forms of hypertension by anes¬ 
thesia through injecting alcohol to af¬ 
fect the following: (1) the splanchnic 
nerves, the rami commnnicantes , the 
sympathetic ganglions; (2) the kidneys; 
(3) the heart; (4) the adrenal glands. 
My choice of the organ was clear in 
cases of angina pectoris (injection be¬ 
ing made between the seventh cervical 
and the fourth dorsal vertebra, bila¬ 
terally). However, I found myself con¬ 
fronted by an almost inexplicable prob¬ 
lem in the treatment of hypertension, in 
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B ETWEEN 1933 and 1936, tempted 
by the glowing reports of Blum- 
gart, Riseman, Davis and Berlin' 
and their results in the treatment of 
angina pectoris and congestive heart 
failure by total ablation of the thyroid, 
I operated on a number of patients and 
gave the procedure what I considered 
a fair trial. All new therapeutic 
methods, especially those for chronic 
and painful illnesses, are welcomed with 
enthusiasm and frequently are discarded 
after prolonged and careful trial. 

I operated on twelve patients, with 
one death, an unusually small mortality. 
But, in my opinion, the theory of the 
treatment is entirely erroneous. It is 
based on the fact that the velocity of 
blood flow is largely influenced by the 
metabolic rate. When the metabolic 
rate is increased, the blood flow is ac¬ 
celerated, and vice versa. The purpose 
of total ablation of the thyroid is to so 
depress the metabolism that the tempo 
of life is reduced to a vegetative level, 
thereby reducing the work of the heart 
to a minimum degree, while the activity 
of the individual is so reduced that the 
attacks of angina, due to sudden mental 
or physical stress, are largely eliminated. 

Analysis of the histories of the pa¬ 
tients with thyroid ablation who come 
under my care I think will prove dis¬ 
couraging. I reported a few of these 
cases before the Western Surgical As¬ 
sociation" and found some encourage¬ 
ment for continuance of the operation. 
This encouragement proved premature. 
The first results were rather startling, 
particularly in the cases of congestive 
lieart failure with severe dyspnea. 
There arc a remarkable improvement 
immediately following operation and a 

* Read before tbe Milwaukee Soeiet> of Clinical 


diminution of precordial distress. This 
result is so startling that I believe it to 
be due to the severance of numerous 
sympathetic fibers during the operation 
rather than to the removal of the thy¬ 
roid gland. The improvement, however, 
was short-lived. It is sufficient to say 
that of all the patients operated on at 
that time, only one survives. This is the 
only case in which the operation could 
not be completed, because of injury to 
the recurrent laryngeal nerve during the 
first lobectomy. 

In one remarkable case the patient 
lived nearly three years after thyroid 
ablation. This man had recurrent left 
hydrothorax, which required tapping 
every three to four weeks. Though the 
frequency of tapping was not reduced, 
the dyspnea was greatly relieved. 
Previously bedridden, he was able to go 
about and enjoy a modicum of life. It 
is probable that be was suffering from 
Pick’s disease rather than congestive 
heart failure. We were planning to do 
a cardiolvsis when death ensued. Un¬ 
fortunately, a postmortem examination 
was not allowed. 

There were four other cases in which 
improvement was striking. One man. 
previously a complete invalid, was en¬ 
abled to go back to work and to take a 
vacation in the Rocky Mountains. But 
eight months after operation be died 
from heart failure. These temporary 
results, while gratifying, in my opinion 
are not sufficient justification for tile 
operation. 

Tile average duration of life follow¬ 
ing operation was only six months, the 
longest three years. All these patients 
needed thyroid extract to lead even the 
semblance of a normal life. I believe 

Surccrj, Oct, 25, 103S 
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of myxedema. There is such lowering' in 
case< of decompensated heart. The con¬ 
dition of the heart must always he 
checked by modern methods of examina¬ 
tion. Absolute rest is not indispensable. 

The following' cases are to the point: 

Casf 1. Mr. F. had suffered from a valvu¬ 
lar lesion of the heart and tailing compensa¬ 
tion. After total extirpation of the thyroid 
there was lowering of the blood pressure from 
22 to 18 points, where it remained for more 
than a year. The cardiac action was greatly 
improved. 

Cam: 2. Mr. F. underwent total extirpa¬ 
tion of the thyroid for angina pectoris. The 
blood pressure was lowered from 20 to 16 
points: it remained unchanged for several 
months. The family physician reported that 
the patient does not have myxedema and that 
he feels well. 

Cask a Mr. S. had a mild myxedema fol¬ 
lowing total extirpation of the thyroid. FIc 
received a tablet of thyrotoxin daily for one 
week The blood pressure was 13/S before 
the operation; some time after the operation 
it was D' 0 .5. 

Cw -1 Mr. I>. suffered from marked 
angina pectoris and 1’merger's endarteritis. 
Total extirpation of the thyroid was followed 
by a mild myxedema. Marked improvement 
ot the endarteritis and the angina pectoris oc¬ 
curred, although the patient has not had com¬ 
plete rest the continued his work as a travel¬ 
ing salesman >. The blood pressure fell from 2D 
to 10.5 points and remained there for months. 
1 ater there was a recurrence. 

Cask 5 tease of Professor Elias). Mr. R. 
underwent total extirpation of the thyroid for 
grace cardiac decompensation. He also suf¬ 
fered front bronchial carcinoma. The blood 
pre--ure fell -lowly from 22.5 to 16 points. 
The cardiac condition improved noticeably; an 
electrocardiogram showed fairly regular car¬ 
diac action After about six months the pa¬ 
tient died of carcinoma. t The malignant 
growth had been treated by x-rays, and it mav 
be that the} had injured the heart, i 

f must al-u mention the important 
oii-ervation ot Max Schur (service of 
Trot. Juliu- Hauer, of Vienna ), who at¬ 
tempted to explain the fall of the blond 
pres-ure following total extirpation of 
the thyroid. A coon ling to Schur. this 
lowering i- due to a change in the iodine 


metabolism, the latter depending on 
hyperemia of the thyroid. If this hypoth¬ 
esis were proved, one could substitute 
for total extirpation of the thyroid a less 
drastic operation such as ligation of the 
thyroid arteries, although undoubtedly 
the effects of this procedure would be 
less lasting because the collateral circu¬ 
lation would he reestablished. Perhaps 
ligation of the arteries combined with 
partial extirpation of the thyroid would 
he more efficacious. 

OPERATIONS AFFECTING TI-IE KIDNEYS 

Now a few words as to operations on 
the kidneys. The researches of Ludwig 
Braun and of his pupil Samet are inter¬ 
esting. These investigators operated on 
animals in which they had interrupted 
the renal nerves by injection of kaolin 
into the cisterna cerebellomedullaris, 
after which hypertension could not be 
induced by the experimental method of 
Dixon and Heller. Section of the renal 
nerve in man by mechanical means, 
chemical means (isophenol, according to 
the method of Doppler) or the use of 
both methods may be tried. I have seen 
such operations performed by Zinner at 
the S. C. Canning-Child’s Hospital of 
Vienna. The mortality was rather high, 
because this procedure was carried out 
on young, seriously ill patients. No 
lasting recoveries were obtained, hut the 
operation nevertheless deserves the at¬ 
tention of surgeons. 

Extirpation of the adrenal gland has 
only theoretical interest. It is too radi¬ 
cal to he considered seriously in the 
treatment of hypertension. 

SYMPATHECTOMY 

Operations on the sympathetic ner- 
yous system are based on the work of 
Rrauker, Muller, Pende, Donati, Pieri, 
Mingazzini, Vincent Desorgher, Her¬ 
mann. Sabadini and others. Resort is 
first had to paralysis of the sympathetic 
tract, then to successive extirpation of 
sympathetic ganglions. Leriche has re¬ 
ported some interesting facts on such in- 
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die and superior cervical cardiac nerves. 
The right superior cervical cardiac 
nerve enters the deep cardiac plexus and 
gives off a few branches to the anterior 
surface of the aorta. The left superior 
cervical cardiac nerve joins the super¬ 
ficial cardiac plexus. Both nerves arise 
front the superior cervical ganglions 
and communicate freely with the middle 
cardiac nerves and the superior cervical 
cardiac branch of the vagus. The right 
and left middle cervical cardiac nerves 
arise from the middle cervical ganglions 
and end on the deep cardiac plexus. The 
inferior cervical cardiac nerves arise 
from the inferior cervical ganglions and 
also terminate in the deep cardiac 
plexus, as do endings of the vagus. 
From the cardiac plexus, nerve fibers 
pass down along the aorta and are dis¬ 
tributed to the auricles. From there 
they accompany the main coronary 
arteries along the auriculoventricular 
groove, forming the coronary plexus. 
From this plexus branches are given off 
to the ventricles. 

All three cardiac nerves convey motor 
impulses to the cardiac plexus, but only 
the middle and inferior nerves transmit 
sensory impulses. All afferent impulses 
from the heart reach the spinal cord at 
the level of the first to the eleventh 
thoracic segments by way of the rami 
comnumicantes. It is of interest, in view 
of the various procedures advocated for 
the relief of pain, to note that extensive 
communications exist among the vagus 
and superior, middle and inferior cer¬ 
vical cardiac nerves. Further, there arc 
afferent nerves which arise in the pos¬ 
terior cardiac plexus and connect with 
the upper fourth or fifth thoracic sym¬ 
pathetic ganglions without passing 
through any of the cervical sympathetic 
ganglions. 

To summarize, all afferent impulses 
giving rise to the sensation of cardiac 
pain leave the heart by way of cardiac 
sympathetic nerve fibers and course 
to either the cervical or the upper 
thoracic sympathetic ganglions, and ul¬ 


timately pass to the posterior horn of 
the spinal cord over myelinated fibers 
in the rami comnumicantes of the upper 
thoracic nerve roots only. In the cord 
they enter the spinothalmic nerve tracts 
and in this way reach the thalamus and 
cerebrum, where the pain is referred to 
the surface dermatomes supplied by the 
irritated dorsal root ganglions. 

METHODS OF TREATMENT 

There are two methods of interrupt¬ 
ing the pain sensations in angina pec¬ 
toris. One, sympathectomy, is complete 
removal of the left cervicothoracic 
chain, including the superior cervical, 
the medial cervical and the stellate 
ganglion. This is the method of 
Jonnesco. 0 The other method is para¬ 
vertebral injection of the thoracic 
ganglion with alcohol. The question is, 
which of these methods is more suc¬ 
cessful ? 

Considered from an anatomic point 
of view, as demonstrated by Swctlow, 15 
probably the most satisfactory method 
of interrupting pain sensations in the 
hands of the average surgeon is bila¬ 
teral blocking of the dorsal ganglions 
from the first to the seventh, doing this 
at one session on both sides. In some 
cases Richardson and White"’ have been 
satisfied with a left unilateral injection. 

I have used this method in about ten 
cases, with fairly satisfactory remits. 
According to White, who has done 
more of tins work than any other Amer¬ 
ican observer, it is a method which 
should have precedence over all others. 
Fine and Cutler collected a series of 
cases in 1929, in which they proved the 
results were better with the alcohol in¬ 
jection than with the sympathectomy. 
However, it is my belief that the results 
with injection arc neither as definite nor 
as lasting as those with resection of the 
entire chain on the left. 

Danielopohr has advised a new oper¬ 
ation, which is too complicated and 
hazardous. He believes v V - 
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Traifcincnf cliinirgical dc 
/'hypertension 

Dan? lc? cas d'hypertension maligne, 
e'est-a-dire. la forme qni a resiste a 
tons les traitements medicaux. il im- 
pnrte dc considerer rintcrrelation dcs 
glandes clo?e?. le systeme nerveux sym¬ 
pathetic et d'autres factcurs. Mandl a 
employe dc? injection? paravertebrales 
dc novocainc et d'alcool ct aussi 
dc? injection? dan? lc systeme nerveux 
svmpatbique. influcncant les reins, le 
coeur ct lc? surrenales. It a eu dans 
quclcjuc? ca? d'cxccllent? resultats. 

1/extirpation totalc de la glande tbv- 
ro'idc a cntrainc dans se? cas un abaisse- 
ment notable dc la pression sanguine. 
I.a svmpatbcctomic a domic d’beureux 
resultats dan? la maladie dc Buerger. 
II faut preferer l’injcction a l’operalion, 
mais il faut sc rappclcr que 1’operation 
donne souvent crcxccllcnts resultats. 

ZUSAMMENFASSUNG 

Chirnrgischcr Bchaiidlung dcs liohcii 
Blutdnicks 

In Fallen von malignant Hocbdruck, 
wic cr vom Cbirurgcn geseben wird. 
naebdem allc mcdizinischen Mittel er- 
schdpft sind. ist de Bcziehung zwischcn 
endokrinen Driisen. sympatbiseben Xer- 
vensystem und andcren Faktorcn zu 
heriickdchtigen. Mandl bat Hocbdruck 
mit jiaravcrtcbralcn sowic mil Injec- 
tionen von Xovocain und Alkobol in das 
?vmpatbi?cbc Xcrvensystem, welcbc 
Xicrcn. Ilcrz und Xcbcnnicrcn bccin- 
tliir-scn, bcbandclt und war in cinigcn 
l'allcn crfolgrcicb. \’olligc Fxstirpa- 
tion dcr Scbilddriise battc in scincn 
l'allcn erbebliebe Senkung des Blut- 
druk- zur Folgc. Fxstirpation von 
"■’.mpa'dii-cbcn (langlien in Fallen von 
i’.ur^vr - 'cbcr Frkrankung war von 
I’.lutdruck'cnkung gcfolgt. Injectionen 
?ind inimcr dem operativen Fingrifi’ 
vorzuzicben. alter die grossen Mdglicb- 


keiten des letzteren sollten nie vergessen 
werden. 

SUMARIO 

Tratamicnto qitintrgico de la 
hipertension 

En casos de hipertension maligna, el 
tipo el cual viene al cirujano despues de 
agotar todas las medidas medicas, la 
relacion entre las glandulas endocrinas, 
sistema nervioso simpatico y otros 
factores deben de ser considerados. 
Mandl ba tratado la hipertension haci- 
endo inyecciones paravertebrales de 
novocaina y alcohol y por inyecciones 
dentro del sistema nervioso simpatico, 
con infiuencia sobre el rifion, el corazon 
y las glandulas suprarenales, con exito 
en algunos casos. ( La extirpacion total 
del tiroide resulta muclias veces en la 
ba ja de la presion arterial en estos casos. 
Simpatectomia hecha en casos de en- 
fermedad de Buerger ba resultado en 
baja de la presion arterial. Las inyec¬ 
ciones deben de preferirce a la opera- 
cion, pero los beneficios de esta ultima 
deben de tenersc en cuenta. 

RIASSUNTO 

Trattamcnto chinirgico dell'ipcrtcusionc 

Xei casi d'ipertensione maligna, cioe 
rcsistenti ad ogni terapia medica, e 
necessario considerare la intcrrelazione 
della gbiandole endocrine, il sistema 
simpatico ed altri fattori. Mandl, in 
questi casi d’ipertensione, ba usato 
iniezioni paravertebrali di alcool e 
novocaina, cioe iniezioni nel sistema 
simpatico dei reni, cuore e surrenali, 
con successo in qualcbe caso. L’estir- 
pazionc totale della ghiandola tiroide 
risulto in un abbassemento notevole 
della pressione sanguigna. Una caduta 
della pressione del sangue. viene ot- 
tenuta dopo la simpatectomia, nel morbo 
di Buerger. L’iniezione e preferibile 
ail'operazione, ma quest’ultima, spesso, 
da buoni risultati. 
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that anv method of treatment which re- 
-ult- in an average prolongation of life 
of onl\ -ix month?, after a distressing 
opera.; ion is not worth while and should 
he di>carded. 

In T>2.\ at a meeting of the Western 
Surgical Society. 1 reported several 
caw- of cervicothoracic sympathectomy 
for the relief of pain in angina pectoris. 
During the intervening years I have 
operated in a few of these cases and 
have followed the results with a great 
deal of interest and. in some instances, 
astonishment. 

The heart and aorta, like the abdom¬ 
inal viscera, carry on their function 
during health without appreciable sen¬ 
sation. It is only in disease that visceral 
sensation is transmitted to the central 
nervous system in the form of pain. 

The sufferers from angina pectoris 
ma\ be classed in two categories—(1) 
tho-e who have occasional attacks of 
pain and i2i chronic cardiac invalids. 
In the first group the pain may be con¬ 
trolled by administration of nitro¬ 
glycerin or allied drugs, or even an oc¬ 
casional dose of morphea. These indi¬ 
vidual- may lead a fairly comfortable 
life without undue interference with 
their normal activities. They arc not 
under the constant threat of agonizing 
pain, which may follow any unusual 
phy-ical or mental stress. They should 
not be considered candidates for sur¬ 
gical intervention but should be kept as 
long a- possible under a medical 
regimen. 

In the -econd class of patients with 
angina pectoris, the chronic cardiac in¬ 
valid-. the attacks of angina are severe, 
frequent and unpredictable. They may 
occur once daily or. in some cases, as 
"iten a- ten or fifteen times a day. con- 
-tuuting what is known as status an- 
gui.-i- Fear of impending death is a<- 
-<>c:ated with the attacks. It is unfair 
to condone -neb -uttering when there is 
a method ot definite relief. This method 
is not only comparatively free from 
danger but bring- surcease from suffer¬ 


ing and prolongs life far beyond the 
span which medical treatment can 
promise. 

The choice of cases for operation 
must be made after careful collaboration 
by the cardiologist and the surgeon. 
The question is not “Is the case too 
severe for operation?" but rather “Is it 
mild enough to be benefited by a med¬ 
ical regimen?" No cases, except those 
of persons suffering from cardiac fail¬ 
ure. are too severe for surgical treat¬ 
ment. Even a patient in status angi- 
nosis is a candidate for surgical inter¬ 
vention or injection. 

In order to discuss the surgical treat¬ 
ment of angina pectoris it is necessary 
first to review the location and distribu¬ 
tion of the pain to obtain some informa¬ 
tion as to the nerve pathways involved. 
Generally the discomfort begins under 
the upper or middle sternal region, and 
then in many cases, it radiates but to¬ 
ward the arms (more frequently the left 
arm), involving the ulnar side of the 
forearm, and into the ring and little 
fingers. Far less common is radiation 
to the neck and face, especially to the 
jaws. Occasionally there is radiation to 
one or both shoulders, to the infra- 
clavicular regions or to the epigastrium. 

What the surgeon is interested in is 
the means of producing interruption in 
the pathway over which the pain im¬ 
pulses from the heart pass to reach the 
central nervous system, where they are 
referred to the regions described. 
Therefore knowledge of these pathways 
is essential in the understanding of the 
application and technic of surgical and 
injection procedures for the relief of 
angina pectoris. 

All afferent impulses giving rise to 
the sensation of cardiac pain leave the 
heart by cardiac sympathetic nerve fibers, 
coursing to the cervical and upper 
dorsal sympathetic ganglions. The 
nerve fibers arise in the superficial and 
deep cardiac plexuses, both of which are 
brought into contact with the sympa¬ 
thetic system through the inferior, mid- 
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they prove my point that cervicothoracic sym¬ 
pathectomy must remain an accepted treatment 
for angina pectoris. 


SUMMARY 

Severe angina pectoris, which is not 
relieved by medical treatment, should be 
treated surgically. Total ablation of the 
thyroid has not proved successful in the 
treatment of angina pectoris and should 
be abandoned. Remarkable results are 
achieved by cither dorsal root injection 
with alcohol or cervicothoracic sym¬ 
pathectomy. Both these methods are 
comparatively safe—with the cessation 
of pain, the life span is increased. 
Cervicothoracic sympathectomy gives 
more lasting relief from pain. 

707 Race Street. 
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VAnginc dc Poitrinc: Traitement 
Chirurgical 

L’angine de poitrinc grave quand die 
nc repond pas au traitement medical 
demande d’etre soignee chirurgicnlc- 
ment. L’ablation totaic de la glamle 
thyrofde n’a donne attcun sticces dans 
ie traitement dc I'angine de poitrinc et 
doit etre abandonnee. On a obtenu des 
resultats remarquables par les injections 
d’alcool dans les rameaux dorsaux et 
par la svmpathectomic cervicothora- 
cique. Ces deux methodes sont rela- 
tivement sans dangersla suppression 
de la douleur proionge la dttree de la 
vie. La sympathcctomie ccrvicothora- 
cique donne une suppression de la 
dottieur pour tine phis longue durce. 

ZUSAMMENFASSUNG 

Angina Pectoris: Chirttrgisekc 
Bchantllung 

Schwere angina pectoris, die dutch 
medizinische Bchandhmg nicht gebes- 
sert werden kann, solltc chirtirgisch 
angegangen werden. Totalent forming 
der Sehilddriise als Behandiung dcr 
Angina pectoris hat sich als nicht 
crfolgreich gezeigt und solltc nicht 
mehr angewandt werden. Bcmerkcns- 
wertc Resultatc sind sowohl hei tier 
Einspritzting von Alkohol in die hin- 
teren Wurzcln als auch hei tier ccrvicn- 
thorakalcn Sympathektomie erzielt 
worden. Diesc liciden Mcthodcn sinrl 
verlifdtnismassig sicker; mit dein \uf- 
llbrcn der Schmcrzcn uird die l.chens- 
tlauer erhnht. Cervicothorakale Sym¬ 
pathektomie hringt langerdauerndc Be- 
freiung von Schmcrz 

SUMARIO 

Tratamicnto dc in angina pectoris 

Severn angina pectoris, la cual no «c 
alnia con tratamicnto medico tlehe ser 
tratada quirurgicamente. \hlacibn 
total dc la tiroitlc no ha probado scr 
-atisfactorio en cl tratamiento tie angina 
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ni])tii»n <>f ihe cardiac accelerator path- 
v, a\> which transverse the stellate 
ganglion and inferior cardiac nerve is 
dangerous. hut I have seen no evidence 
of this. This is proved by the experi¬ 
mental work of Schauer, Gross and 
Ilium.” who ran two series of experi¬ 
mental ligature of the anterior coronary 
.artery. One series of animals were 
subjected to bilateral stellate ganglio- 
nectomy prior to ligature. Part of these 
authors' conclusions are germane to 
this discussion: i. e., the incidence of 
auricular fibrillation and the immediate 
mortality rate were lower in the gan- 
glionectomized dogs. 

In tlie early days of sympathectomy 
McKenzie feared that in the absence of 
the danger signal of pain the individual 
would lie tempted to hazardous over¬ 
activity. This has not been borne out, 
as even in the absence of pain overex- 
ertiou results in a sense of distress or 
tightness in the precordium. Levine 
and Xewtmr stated: "It is not impos¬ 
sible that freedom from attacks actually 
retards the underlying process. It is 
conceivable that repeated spasms pro¬ 
duce or speed up the coronary sclerosis 
that eventually leads to infarction; and 
that when the operation is successful, 
the vicious cycle is broken and longevity 
increased." 

In the cases in which I have done 
alcohol injections there arc several out¬ 
standing disadvantages. It is possible 
that the technic I used, which follows 
that of Swetlow’" exactly, is not per¬ 
fected. One of the worst sequelae of 
injections is the frequent occurrence of 
intractable intercostal neuraglia, which 
was noted in about 25 per cent of my 
ca«es. Two patients needed constant 
administration of opiates until death, 
v. Inch followed in one case in six months 
mid in the other in eight months. The 
method of injection is not without 
danger. Paul White reported three 
deaths in thirty-five cases in which 
alcohol injection was used. 

It is unnecessary to describe the 


technic of sympathectomy. Suffice to 
say. it is done under local anesthesia. 
While the operation requires careful 
anatomic dissection, it is not unduly 
difficult or prolonged. 

It is possible that a later method, re¬ 
ported by Paraf and Dreyfus LeFoyer 8 
may be the answer. The)' present the 
case of a woman 71 years old who for 
six months had been suffering from at¬ 
tacks of angina pectoris. Cardiovascu¬ 
lar examination revealed aortitis with 
a systolic murmur at the base and gallop 
rhythm at the apex. The blood pressure 
was 180/80. The authors resorted to 
anesthesia of the stellate ganglion by 
the paravertebral route. The result was 
remarkable: For several weeks the 
patient had no attacks. A repeated in¬ 
jection was followed by similar results. 
Four months after this injection the 
patient had a cholecystectomy done 
without incident. 

The same technic was used by Cole¬ 
man and Bennett 2 for the control of 
paroxysmal tachycardia of such long 
duration that a fatal outcome seemed 
inevitable. 

In the event that the ganglion has 
been properly located and injected, there 
should be evidence of interruption of the 
sympathetic - parasympathetic balance 
producing Plorner’s syndrome. 

In the face of all evidence of the suc¬ 
cess of alcohol injection for the treat¬ 
ment of angina, it is necessary to report 
individual cases in detail to prove my 
contention that left cervicothoracic sym¬ 
pathectomy is a method of treatment 
which should not be discarded. 

REPORT OF CASES 

Case 1. B.S., a man aged 52. was admitted 
to the Jewish Hospital Feb. 16, 1924, com¬ 
plaining of pain in the chest and shortness of 
breath. He first consulted his physician the 
previous year, because of exceedingly severe 
attacks of angina pectoris, which were relieved 
only by the administration of morphea. These 
attacks occurred at various intervals, some¬ 
times daily, sometimes once or twice a week, 
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c- nm think this is true anginal 
p-i'in. it lacks the severity or reflection of 
:hv pain to the arm. and there is no fear of 
dr-nth 

Cw. 4, MI-.. a man of 62. about three 

'-ears prior to admission had attacks of pain 
in the right precordium. within the range of 
•lie third to the seventh costal cartilages. After 
ri\ months this pain shifted to the left, and 
there ha' been n<< recurrence on the right. In 
the beginning the pain was relieved by nitro- 
ghcerm Later it was typical anginal pain, re¬ 
ferred down the left arm. The attacks in- 
,-reaped in frequency and now occur several 
time' a day and also at night. The electro¬ 
cardiogram showed an inverted T wave in the 
third lend An x-ray showed moderate car¬ 
diac enlargement The blood pressure was 
142 SS; the sounds were normal. 

< in \ng 22. 1033. a complete cervieotho- 
ranc '\mpathectomy was done hv my asso- 
i mte. 1 »r loseph 1). Hetman. This was fol- 
li.wt'd h\ Homer’s syndrome. The patient 
was di'cliarged on the eighth postoperative 
d.t% He is 'till living, without recurrence of 
;>am, ti\e years after operation. 

(’\'t. 5 J I... a man aged 63. has had 
'<‘\ere anginal pain for the past eighteen 
months In the beginning the attacks were in¬ 
frequent and occurred after unusual physical 
effort, hut they have increased in frequency 
and sw.erit\ and >>ccur several times a day and 
at nigh; There i< a continuous vise-like pain 
ier the precordium. even between attacks. 
There is severe d\>pnea on exertion; the heart 
i' enlarged! The electrocardiogram showed 
marked left ventricular preponderance and a 
'harp inversion of the T wave in the first lead. 
\n \-rav revealed left ventricular hypertrophy 
and moderate dilatation of tiie thoracic aorta. 

< hi Pec 14. I f >35. a complete left cervico- 
•d'oravw 'ympatliectomv was done. There was 
•rumvihafe dwelopment of the Horner svn- 
dr> h'nllowing operation there was no re- 
. 'irrmcv <pain. The patient died a year later 
’’r. .m heart disease During his entire illness 

re w:>s n-> recurrence of pain. 

1 v'■ I A . a man aged 57. was admitted 
! ub. I<>. 103 ; A year before. I did a com- 

• a- e '.s’.rectomy for carcinoma of the stom- 

iv.w cinplains of severe precordial 

• • - mb attack' of pain radiating down 

The-e attack' recur with great 
as often as five or six 

.V>c-.v.ml exam;nation, including x-rav 
'tv.'.;., 'h.ov.i-a no recurrence of carcinoma 
-V.i' mkatmn revealed .< loud svstolic mur¬ 


mur at the apex. The blood pressure was 
140/S0. The electrocardiogram showed an 
auricular ventricular conduction time just 
within normal limits, with a complex of low 
voltage in the first and third levels. The diag¬ 
nosis was (1) arteriosclerotic heart disease, 
(21 coronary sclerosis, and (3) angina pec¬ 
toris. 

On July 25, a complete left cervicothoracic 
sympathectomy was done. Following operation 
there was Horner's syndrome. The pain was 
immediately relieved and did not recur until 
death, eight months later, from metastasis to 
the liver. 

The patient's son. an intern, told me that his 
father was completely comfortable until his 
death. 

Case 7. MAI., a man aged 59, was ad¬ 
mitted Nov. 18, 1937. He has been in the 
hospital numerous times in the past two years, 
each time suffering from an accentuation of 
severe angina pectoris. These attacks now 
completely disable him. They occur as often 
as ten times a day. He can walk only a few 
steps without stopping, because of the severity 
of the pain in the chest, which begins in the 
preeordinl region and is reflected down the 
left arm. The attacks are complicated by a 
carotid sinus complex of great severity, with 
a sense of faintness and dizziness. 

Examination showed a rather well developed 
and well nourished man. The blood pressure 
was 140/90. Examination of the heart 
showed no adventitous sound. The electro¬ 
cardiogram showed nothing noteworthy. P>y 
pressure on the carotid sinus an immediate 
syncope is brought on. 

In view of the irritable carotid sinus, it was 
deemed inadvisable to do a sympathectomy 
without a preoperative test. Therefore, on 
November 24 a paravertebral block of the up¬ 
per fifth dorsal ganglions was done, with 1 
per cent novocain. Immediately following 
this there were cessation of attacks for about 
two days and an evanescent Horner’s syn¬ 
drome. As the carotid sinus complex did not 
seem to be increased in severity by the para¬ 
vertebral nerve block, it was deemed safe to 
do a sympathectomy, which was performed 
under local anesthesia on November 29. Fol¬ 
lowing operation there were Horner’s syn¬ 
drome and complete cessation of pain. 

This patient has regained a fair amount of 
activity. He is able to walk several blocks 
and has returned to work. He still complains 
of some sense of discomfort around the heart, 
but there is no pain. 

Comment on these casis is unnecessary, as 
they speak for themselves. I think, however. 
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of well-being. Many times the cause of 
such a temperature cannot be deter¬ 
mined. If after ten days or two weeks 
such a temperature subsides, the sur¬ 
geon can only guess as to its cause. 
Should, however, a femoral thrombosis 
develop or pulmonary infarcts or em¬ 
bolism occur, the diagnosis is obvious. 
These end-results follow extensive 
thrombosis of the pelvic veins, and the 
clot formed is of the type that breaks 
up easily. It is generally conceded that 
femoral thrombosis and pulmonary em¬ 
bolism occur most frequently following 
hysterectomy for fibroid tumors, and 
that the larger the tumor the more likely 
it is that thrombosis will result. This 
is reasonable, as the larger tumors have 
larger veins, and these veins may more 
easily become infected or be more easily 
transfixed by a suture in the removal of 
the tumor. A number of suggestions 
have been made relative to the prophy¬ 
laxis of pelvic thrombosis. It is difficult 
to understand how one may expect much 
benefit from urging the patient to sit up 
early following a hysterectomy or from 
the patient's moving her legs or doing 
other exercises in bed. In the writer’s 
experience, the clinical evidences of 
thrombosis are seen less frequently 
than formerly. The writer ascribes 
this to the fact that the uterine ar¬ 
tery and veins of each side are se¬ 
cured in a single ligature. A consider¬ 
able mass of tissue that contains the 
vessels is clamped on each side of the 
cervix. The clamped tissue is cut from 
the ccnix. and a ligature is placed by 
passing a needle close to the cervical 
stump to avoid puncturing a vein. The 
mass ligation that includes artery and 
veins reduces the danger of an infection 
from the cervix extending to the clot 
In only 13 of the 537 hysterectomies was 
there positive clinical evidence of throm¬ 
bosis. Eight of these patients bad 
femoral phlebitis. 4 bad pulmonary in¬ 
farcts and 1 a fatal pulmonary em¬ 
bolism There were a number of in¬ 


stances of probable pelvic thrombosis 
that gave no definite indication of its 
presence and did not present sufficient 
evidence to justify a positive diagnosis. 

TABLE 2 


POSTOPERATIVE COMPLICATIONS IN THE 
537 CONSECUTIVE HYSTERECTOMIES* 


Condition 

-Vo. of 
Cases 

Incidence, 

Percentage 

Suppuration . 

. 28 

5 2 

Incision 

. 20 

3 7 

3 1 

Subcutaneous 

17 

Subfascial 

3 

0 5 

Cervical Stump . 

8 

l > 

Urinary Tract Conditions 

. 21 

3 9 

True Cvstitis . 

. 10 

3 0 

Pyelonephritis , 

5 

0 o 

Thrombosis and Embolism 

12 

2 2 

Appreciable Thrombophlebitis 

7 

l 3 

Small Pulmonary Infarcts 


0 9 

Atelectasis . 


0 9 

Pleurisy ... 

5 

0.9 

Pneumonia 

0 

0 

Intestinal Obstruction! 


0 9 

Partial . 

3 

o a 

Complete ... 

2 

0 4 

Coronary Occlusion^ 

l 

0 3 


•These 77 complication* appeared m <>8 (12 77 
per cent) of the S37 cases 
i Two patients were opened, aH five rcco\crc<f 
$ Sixth postoperatne daj. 

In connection with infection from the 
cervix must he mentioned an occasional 
infection that may occur beneath the 
peritoneal (laps covering the cervical 
stump. In the .510 supravaginal 
hysterectomies, it occurred 8 time*-. 
Aside from the rise of evening tem¬ 
perature. there was no indication of its 
presence. Only once have we been able 
to diagnose the condition by examina¬ 
tion. In this instance the cervix was 
opened and the abscess drained. l'<u- 
nlly after ten days or two weeks of such 
temperature, a moderate quantity of 
foul-smelling vaginal discharge occurs, 
and a return to normal temperature will 
establish the diagnosis. The germ re¬ 
covered is an anaerobic streptococcus. 
To eliminate cervical infection, coning 
nut the canal, carbolic acid and the 
actual cautery have all been tried b 
the writer. In none of the nt - . 
was anv of these agencie 
the results are as jm. 
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grande severita e non migliorata dal 
trattamento medico dovrebbe ricevere il 
beneficio dal trattamento chirurgico. 
L’ablazione totale della tiroide non ha 
dato risultati soddisfacenti e davrebbe 
essere abbandonata. Risultati rimar- 
chevoli sono stati ottenuti dall’iniezione 
di alcool nelle radici posteriori o dalla 
simpatectomia cervicotoracica. Questi 
metodi sono comparativamente poco 
pericolosi. Con l’attenuazione o scom- 
parsa della crise dolorifiche la vita e 
prolungata. La simpatectomia cervico¬ 
toracica da risultati piu duraturi. 


o • o 


Prof. G Viola was retired at his request from 
•iu dtpanment of clinical medicine of the Uni- 
v<T-n\ of Bologna. Prof. A. Gasharrini, of 
!’,.d':a. lu eii appointed to succeed him. 

Prof. J. R. Learmouth, of Aberdeen, has been 
; pp'imted to the faculty of surgery of the Uni- 
MT'fy of Edinburgh. 

Prof. P. Santy ha« been named ordinarius of 
■ p’ r.-.tivf Mirger* m the University of Lyon. 


Prof Ivl Bufano, of Sassari, has joined the 
f..cu!:y of clinical medicine of the University of 
Parma 

Prof. J. Garcia Otero has been appointed or- 
Uraritf. of clinical medicine in the Lmiversity of 

t \ i !*.i> 


Prof. Bondet, of the department of medical 
pathology and materia mcdica of the University 
of Montpellier, has been appointed to the chair 
of pediatrics. 

-o- 

Prof. R. P. Dustin, of the department of 
pathologic anatomy of the University of Mont¬ 
pellier, has been invited by the Belgian govern¬ 
ment to act as exchange professor. 

-o- 

Dr. Hyman I. Goldstein, of Camden, N. J., 
was elected president of the Northern Medical 
Association of Philadelphia for 1939. 

-o- 

Dr.W. C. Alvarez and Dr. G. B. Eusterman, 
of the Mayo Clinic, were elected corresponding 
members of the Society of Gastroenterology of 
Paris (Dec. 12, 1938). 
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employed. In 19 others of our series a 
median incision was used because of 
(1) a tumor extending- to the ensiform 
process or (2) the possibility of diffi¬ 
culty in delivery of a tumor suspected 
of having high and firm abdominal ad¬ 
hesions. The transverse incision gives 
perfect approach to the pelvis, and in¬ 
cisional hernia never occurs. All bleed¬ 
ing vessels, however, must be carefully 
tied, and especially must great care be 
observed to ligate two to four muscular 
branches of the deep epigastric artery at 
the points where they emege from the 
muscle to enter the transversalis fascia. 

The mortality for simple hysterec¬ 
tomy in experienced hands has almost 
reached the vanishing point. In the en¬ 
tire series of 537 hysterectomies there 
were 5 deaths, a mortality rate of 0.93 
per cent. The last death occurred in 
May 1934, since which time there have 
been 317 hysterectomies without a 
death. 

REPORT OF FATAL CASES 

Cash 1. A widow aged 42 entered the hos¬ 
pital for removal of a grapefruit-sized bleed¬ 
ing fibroid. Preoperativc examination showed 
no abnormal findings except a blood count of 
3,080,000 red cells, with hemoglobin 70 per 
cent. Avertin-nitrous oxide anesthesia was 
used. The fibroid was simple and easily re¬ 
moved. The patient stopped breathing while 
the abdomen was being closed. Respiration 
was reestablished, and she was put to bed in 
improved condition. Two hours after opera¬ 
tion, she exhibited tonic spasms of the arms 
and legs. During the next few days these 
recurred, and her mind became clouded A 
neurologist diagnosed anoxemia. The patient 
died on the twelfth postoperative day. At 
autopsy the brain showed typical areas of cere¬ 
bral necrosis of anoxemia 

Cask 2 A colored woman aged 56, weigh¬ 
ing 195 [founds, with a blood pressure of 
20S/110 and a hypertensive heart, had a large 
tumor mass filling the pelvis and extending 
to the umbilicus Preoperative studies showed 
urine with albumm 1-}-. and hyaline and gran¬ 
ular casts 

On operation, four clays after admission, 
with use of nvertin and nitrous oxide anes¬ 
thesia, a grape fruit-sired, interhgamentous 


fibroid was found, with extensive adhesions to 
the pelvis. There were two large cystic tu¬ 
mors, firmly adherent and shown to be bilateral 
hydrosalpinx. The patient died the sixth day 
after operation. Autopsy showed acute fibrino- 
purulent peritonitis, and chronic interstitial 
nephritis with acute nephritis superimposed. 
Culture of abdominal tissue showed Staphyl¬ 
ococcus. 

Case 3. A woman aged 64 had daily va¬ 
ginal bleeding for eight months. The blood 
pressure was 210/130. On examination a 
diagnosis of corpus carcinoma was made; the 
uterus was the size of a large orange. At op¬ 
eration the cervix was found to be involved 
also, and the base of the bladder was infil¬ 
trated. The uterus, with as much as possible 
of the carcinomatous cervix, was removed 
The patient sat up in bed on the thirteenth 
day, but died suddenly two hours later. Au¬ 
topsy showed massive embolus of both pul¬ 
monary arteries. 

Case 4. A woman aged 32 had irregular 
vaginal bleeding for six months. Examina¬ 
tion showed a nonadherent, retroverted uterus, 
enlarged by a small fibroid, with a right cystic 
ovary. Supravaginal hysterectomy, with re¬ 
moval of the right ovary, was done. Clinically 
the condition conformed to virulent septic 
peritonitis. Death occurred after 72 hours. 
Culture of peritoneal tissue showed a virulent 
streptococcus. 

Case 5. A woman aged 74 who had a 
blood pressure of 195/115 and whose heart 
was enlarged, with a marked to-and-fro sys¬ 
tolic murmur, had a tender mass extending 
above the symphysis pubis. Operation was 
performed in May 1934 for an orange-sized, 
necrotic adherent ovarian cyst. This cyst was 
removed without rupture, and a hysterectomy 
was done because of the marked enlargement 
of the uterus. After operation there was al¬ 
most complete unitary suppression, which was 
unresponsive to treatment. Death from uremia 
occurred on the third da). Xo autopsy was 
permitted. 

Only a relatively small percentage of 
the cases in this series would have been 
suitable for vaginal hysterectomy. The 
reasons for this arc: the size of the 
fibroids, the presence of adnexal pa¬ 
thology or the fixation of the liter*** in 
the pelvis by adhesions. '■'* / J 

cases here reported, t. 
been suitable for 
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ail other.'- are here lifted as reported by 
tin* pathologic laboratory. 

Metritis, just referred to. is a mis¬ 
nomer. There is little reason to believe 
that inflammation plays any great part 
•hi it- occurrence. It is true that the 
pathologist finds in some of these cases 
definite hypertrophy of the uterine wall 
and sclerosis of the arteries. In other 
case- no characteristic pathologic 
change i- found, 'l'here are clinical in¬ 
dications. however, of this condition. 
The patient complains of pelvic pain 
which is intensified on walking, riding 
in an automobile, or by any jar occn- 
-ioned in stepping down. It is on 
examination, however, that the criterion 
for diagnosis is obtained. The uterus 
i- alwavs found to he markedly tender 
pves-ure. When the body of the 
utcru- i- pressed between the fingers 
(hiring bimanual examination, the pa¬ 
tient -tales that her pain is reproduced. 
(’-ually the adnexa are not tender. The 
fact that many of the<e cases present 
no con-tant pathologic feature suggests 
that at lea-l in some of them the condi¬ 
tion i- an expression of uterine liyper- 
e-lhc-ia and not necessarily due to 
pathologic change. Whatever the 
ca.u-ative factor may he. hvslerectomv, 
in im experience, is the only means of 
ejecting ;i cure. 

.\(ienoinyo-i- ha- long been recog¬ 
nized a- a comparatively common con¬ 
dition. and thi- i- confirmed bv the fact 
that 1 27 uteri of the 537 removed 
-bowed thi- condition. There is still 
di-cti—i<.n a- to why and how ade- 
noniyo-i- develops. There are no 
pathognomonic -vmptoins or physical 
;;:idmg- 1 >\ which it is possible to di- 
..c;no-e clinically the condition in everv 
(■.-(.- m v.Inch tile pathologist finds it. 

< " :1a- -e\erai theories advanced to ex- 
;■ occurrence the writer is inclined 

t>. ..gree with Samp-on'- view that the 
v.-do-.iw.ri.ii ((.-11- are implanted in the 
uterine w.di. 

in tin- -efie- id In-tereetomie- 


therc were 175 (32.6 per cent) instances 
of endometrial hyperplasia. In a series 
of small fibroids treated by radium the 
writer found 71 per cent associated with 
hvperplasia. The lower percentage of 
hyperplasia in the present series is due 
to two reasons: (1) Many of the 

hysterectomies were done for conditions 
other than fibroids, and (2) most of the 
fibroids treated by hysterectomy were 
much larger than those treated by 
radium. In the larger fibroids, natu¬ 
rally, hyperplasia is not common. 

In the 31 cases of endometriosis the 
condition was principally of the ovary. 
Chocolate cyst of the ovary predomi¬ 
nated. but in some cases there was a 
generalized pelvic distribution of endo¬ 
metrial implants with the usual firm 
adhesions. 

There has been a decrease of post¬ 
operative accidents and complications in 
the past few years. It is generally 
agreed that postoperative thrombosis 
associated with infarction or pul¬ 
monary embolism occurs more fre¬ 
quently following pelvic operations than 
operations involving any other part of 
the body. .Much has been written on 
thrombosis, and various explanations 
for its occurrence have been suggested. 
The number of causes that have been 
ascribed as either contributory or spe¬ 
cific testify to the uncertainty as to its 
etiology. I believe that obstetric throm¬ 
bosis and thrombosis following pelvic 
operations are due to infection in the 
vast majority of instances. In the case 
of surgical intervention, it may be due, 
though much less frequently, to trans¬ 
fixion of a vein. In considering mor¬ 
bidity from thrombosis, the surgeon too 
frequently believes that it is only when 
pulmonary infarction, embolism, or 
femoral phlebitis occurs that he is justi¬ 
fied in diagnosing pelvic thrombosis. I 
am much concerned when a patient, 
after a hysterectomy, has a persistent 
but slight rise of evening temperature, 
often with a normal pulse and a feeling 
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schriebenen 537 wurden wegen Myomen 
vorgenommen. 

Der Autor glaubt, dass Thrombosis, 
die nach gcburtshilflichen Eingriffen 
Oder Beckenoperationen auftreten, auf 
Infektion zuriickzufuhren sind. In- 
fektion unterhalb der Peritoneumlappen, 
die die Cervix deckten, trat in S Fallen 
auf. Postoperative Pneumonic trat 
keinmal, Pleuritis 5 mal und Teilkollaps 
der Lungen 5 mal auf. 

Mortalitat in den gesamten 537 Fal¬ 
len: 5 Falle (0.93%). Der letzte 
Todcsfall unterlief in Mai 1934; seitdem 
wurden 317 Gebarmutterexstirpationen 
vorgenommen ohne einen einzigen 
Todesfall. 

SUMARIO 

Analisis clc 557 histerectomias 

Una serie de 537 histerectomias 
hechas por el autor durante un perlodo 
de oclio ailos es reportada. La propor¬ 
tion pequefia de 16 histerectomias 
totales es explicada por la creencia del 
autor que el cuello puede ser tratado 
pre 6 postoperativamente cuando otras 
etifermendades que no scan carcinoma 
existe. La expcriencia de hace trcinta 
afios del aproche vaginal en las condi- 
ciones de la pelvix y los resultados 
obtenidos ahora a travez del aproche 
abdominal no justifica cl volver al 
metodo de aproche vaginal. E 11 esta 
serie hubieron 535 incisiones abdom- 
inales. El autor usa la incision trans¬ 
versal para todas las operacioues de la 
pelvix. De 537 operaciones, 44S fueron 
iiechas por fibromas. 

E! autor cree que la embolia obstet- 
rica y trombosis seguida operacion de 
la pelvix son debidas a infecciones. 
Infeccion dcbajo del colgajo peritoneal 


citbriendo el cuello ocurrio en oclio 
enfermos. No hubieron casos de pneu¬ 
monia postoperativa; hubieron cinco 
casos de pleurcsia y cinco de colapso 
parcial del pulmon. La mortalidad en 
los 537 casos fue de cinco (0.93 por 
ciento). La ultima muerte ocurrio en 
Mayo de 1934, y desde cntonces ban 
habido 317 casos de histerectomias sin 
una muerte. 

RIASSUNTO 

Analisi di 5^7 istereclomie 

Viene riportata una serie di 537 is- 
terectomie eseguite dall'autore durante 
un periodo di 8 anni. La piccola per- 
centuale di 16 isterectomic totali e 
dovttta al fatto che 1 ’autore crede che la 
cervicc pub essere trattata pre- o post¬ 
operativamente, quando csiste una con- 
dizione patologica che non sia carci¬ 
noma. L’esperienza di 30 anni nelle 
operazioni pelviche per via vaginale e i 
risultati ottcnuti con quelle per via ad- 
dominale non giustifican il ritorno delle 
prime. In questa serie vi sono 535 in- 
cisioni addominali. L’nutore usa l’in- 
cisionc trasversa in ogni operazione 
pelvica. Di 537 operazioni, +4S furono 
eseguite per fibroma. L'autorc crede 
che la trombosi ostctrica e la trombosi 
secondaria a operazione pelvica, sono 
dovnte a infezionc. Infczione sotto la 
membrane peritoneal) che coprono le 
cervice apparve in 8 malale. Ncssttn 
caso di polmonite postoperatoria e ricor- 
dato: 5 casi di pleurite e 5 casi di col- 
lasso parziale polmonare sono riportati. 
Le mortalita nei 537 casi i di 5 (0.9’ 
per cento). I.'ultimo deccsso occors 
nel Maggio 1934. Da questa data, 31 
isterectomic furono eseguite senza esi 
fatali. 
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than when they have been. Cauteriza¬ 
tion of the cervix I would condemn, as 
it leaves a necrotic area that favors in¬ 
fection. 


ative complications there can be no 
doubt. I have not used spinal anesthesia 
for a number of years. For seven years 
avertin was used as a basal anesthetic 


TABLE 3 

FATAL CASES IN THE 537 CONSECUTIVE HYSTERECTOMIES* 


Pathologic Conditions at Operation 
Case 1 (1932) : Fibroid uterus, size 
of 4 mo. pregnancy; no adhesions; 
adnexa normal 

Age 

42 

Weight, 

Pounds 

115 

Blood 

Pressure 

110/70 

Cause of Death 

Necrosis of cerebral cortex (an¬ 
oxemia under anesthetic) ; autopsy 

Case 2 (1933) : Fibroid uterus, size 
of 6 ino. pregnancy, dense adhesions; 
adnexal inflammation 

56 

195 

208/110 

Chronic plus acute nephritis; 
peritonitis (Staphylococcus) ; au¬ 
topsy 

Case 3 (1933) : Adenocarcinoma of 
fundus uteri; extensive adhesions; 
panhysterectomy done 

64 

115 

210/130 

Pulmonary embolism; autopsy 

Case 4 (1933) : Multiple small 

fibroids; small corpus Interim cyst of 
one ovary 

32 

132 

122/60 

Acute peritonitis (Streptococ¬ 
cus) ; autopsy 

Case 5 (1934) : Small fibroid; dense 
adhesions; gangrenous endometrial 

74 

130 

195/115 

Uremia (anuria) ; no autopsy 


cyst _ 

* From May 1934 to September 1938, 317 consecutive hysterectomies were done, without a death. 


Pulmonary complications following 
hysterectomy occur much less fre¬ 
quently than formerly. Twenty-five 
years ago, pneumonia was frequently 
reported as a postoperative complica¬ 
tion. The deep and prolonged ether 
anesthesia of those days probably ac¬ 
counted for this. Furthermore, many 
of the so-called pneumonias were doubt¬ 
less instances of pulmonary collapse— 
a condition not then understood. In this 
series of hysterectomies there was no 
postoperative pneumonia. Five patients 
had pleurisy, the diagnosis being based 
on the friction rub and on the fact that 
there was no blood-streaked sputum or 
other indication of infarcts. There were 
also 5 patients with partial pulmonary 
collapse, all of whom recovered. 

Postoperative shock is rarely seen. 
None of the 537 patients showed any in¬ 
dication of it, despite the fact that it 
would have followed as a logical se¬ 
quence in a number of cases had ether 
been used as an anesthetic. 

That improved anesthesia has les¬ 
sened the occurrence of many postoper- 


with nitrous oxide. Small amounts of 
ether were added if further relaxation 
was required. For the past two and a 
half years, nitrous oxide has been prac¬ 
tically abandoned, and cyclopropane has 
taken its place. This change to cyclo¬ 
propane has given the greatest satisfac¬ 
tion. Postoperative discomfort and 
vomiting have been greatly decreased, 
and the patients have no unpleasant 
memories of going to the operating 
room or of their anesthetic. For the 
surgeon, too, the quiet breathing and 
complete muscular relaxation make ab¬ 
dominal surgery much simpler. 

The writer is a firm believer in the 
value of the transverse incision for all 
pelvic surgery. Excluding the 2 vaginal 
hysterectomies, there were 535 abdom¬ 
inal incisions. In only 49 of these was 
the incision made in the median line. Of 
the 535 patients, 86 had had a previous 
median incision. Thirty of these were 
reopened through the old scar chiefly 
because of a broad and unsightly scar. 
In the remaining 56 cases of median 
scar, the usual transverse incision was 
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bladder led Elman and Graham' to 
conclude that the gallbladder has the 
power to excrete cholesterol and that 
inflammation may accelerate this excre¬ 
tion; that infection, rather than stasis, 
is the primary factor in the pathogenesis 
of the strawberry gallbladder, and that 
cholesterol in the process of excretion 
becomes stored under the mucosa when 
the limit of absorption of bile has been 
reached. Their conclusions contradict 
the older theory that the gallbladder 
normally absorbs cholesterol. Illing¬ 
worth 1 ' 1 observed that the cholesterol in 
the bile does not stand in constant rela¬ 
tionship to the cholesterol of the blood. 

When attention was shifted from the 
stones to the inflammatory changes in 
the walls of the organ containing them 
and, consequently, to infection, analogy 
with the vermiform appendix was un- 
escapable. Removal of this blind sac 
with dispensable function, readily har¬ 
boring infection that tended to produce 
serious consequences, was to many sur¬ 
geons the logical procedure. "Take it 
out and be through with it!” was, how¬ 
ever, a response less convincing to the 
comparative anatomist and to the 
physiologist, who saw in the gallblad¬ 
der, not a vestigial or retrograde organ 
like the appendix, but one the function 
of which is susceptible to influence by 
hygienic, dietetic, medicinal and me¬ 
chanical measures. DuBose’ noted the 
astonishingly large number of gall¬ 
bladders removed chiefly because of the 
analogy with the appendix, and the con¬ 
sequent high mortality. The failure of 
cholecystectomy reported in an appre¬ 
ciable percentage of cases indicates that 
removal of the gallbladder by no means 
insures that the patient is entirely 
"through with it." 

In consequence, consideration has 
been drawn to the relative importance 
of other parts of the biliary tract, espe¬ 
cially the liver, in disease of the gall¬ 
bladder. and the gallbladder is coming 
to be regarded as only one of the organs 
responsible for the symptoms of this 


disease, perhaps not even the one pri¬ 
marily affected. From his experimental 
work Brown’ concluded that cholecysti¬ 
tis does not exist unless inflammatory 
lesions are present in the liver. This 
view tends to confirm the presence of a 
preexisting hepatic infection that 
spreads to the wall of the gallbladder 
through the Emphatic vessels, and 
would explain the frequency of cho¬ 
lecystitis as a sequel to or associated 
with remote inflammatory lesions of the 
portal system, such as appendicitis, 
typhoid and peptic ulcer. 

Morbid changes in the liver may 
exist when the gallbladder is not grossly 
diseased. Judd 111 in a number of cases 
observed striking changes in the liver 
with little sign of disease in the gall¬ 
bladder when he operated expecting to 
find definite evidence of cholecystitis. 
Referring to that chapter in surgery of 
the gallbladder devoted to removal of 
the cause, Royster'* stated: “Such ob¬ 
servations lead us to wonder if, after 
all, the liver may not furnish the scene 
for our third chapter. Just whether the 
hepatic pathology should be regarded as 
the prologue or the final act of the 
drama is the problem.” With increas¬ 
ing frequency the thought is expressed 
that the further progress of this branch 
of surgery is bound up with the secrets 
of the physiology' of the liver. 

As yet there is little substantial 
knowledge about this organ, both im¬ 
mediately before and subsequent to 
surgical intervention. As Hevd” ob¬ 
served, the multiplicity of its functions 
and the inadequacy of any test to reveal 
the degree of their activity render the 
preoperative appraisal of hepatic func¬ 
tion difficult; also, a condition of liver 
insufficiency, described by numerous 
continental observers, eludes definite de¬ 
termination in terms of any specific 
form of hepatic deficiency as measured 
by standards available at the present 
time. Nevertheless, the liver is always 
involved, whether disease of the biliary 
tract terminates in dai o *,‘-.or-. 
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This is the case of the patient with a death occurred in May 1934, since 
retroverted uterus and a small fibroid which time there have been ; 317 hyster- 
who died of peritonitis (case 4). ectomies without a death. 


COMMENT 

It is obvious that the mortality rate 
for vaginal hysterectomy is and should 
be lower than that for abdominal hys¬ 
terectomy. It is also obvious that gross 
pathologic conditions can be removed 
more safely and certainly more easily 
through the abdominal approach. In 
other words, all cases, with or without 
serious pathologic changes, can be taken 
care of through the abdominal route, 
while through the vaginal route the sur¬ 
geon must choose his cases with keen 
appreciation for the necessary factors 
in order to avoid accidents and to insure 
safe recovery of the patient. 

SUMMARY 

A series of 537 hysterectomies done 
by the author during an eight year 
period are reported. The small propor¬ 
tion of 16 total hysterectomies is ac¬ 
counted for by the author's belief that 
the cervix can be treated pre- or post- 
operativelv when disease other than car¬ 
cinoma exists. Experience thirty years 
ago in the vaginal approach to pelvic 
conditions and the results now obtained 
by the abdominal approach do not jus¬ 
tify returning to the vaginal approach. 
In this series there were 535 abdominal 
hysterectomies. The author uses the 
transverse incision for all pelvic opera¬ 
tions. 

Of the 537 operations, 448 were done 
for fibroids. 

The author believes that obstetric 
thrombosis and thrombosis following 
pelvic operations are due to infection. 
Infection beneath the peritoneal flaps 
covering the cervix occurred in 8 pa¬ 
tients. There were no cases of post¬ 
operative pneumonia. 5 cases of pleurisy 
and 5 of partial pulmonary collapse. 

The mortality in the entire 537 cases 
was 5 deaths t 0D3 per cent). The last 


RESUME 

L'Analyse de 537 Hysterectomies 

L’auteur rapporte une serie de 537 
hysterectomies pratiquees durant une 
periode de huit ans. 11 iT eut que 16 
hysterectomies totales, car l’auteur croit 
que le col. petit etre traite avant ou 
apres Facte operatoire dans les cas non 
carcinomateux. II prefere la voie 
abdominale. II hemploya dans 535 cas. 
Dans les operations pelviennes hauteur 
a recours a l’incision transversale. Dans 
448 cas les malades furent operees pour 
myofibromes uterins. D’apres hauteur, 
les thromboses d’origine obstetrique ou 
operatoire sont dues a hinfection. II y 
eut cinq cas de pleuresie, trois d’affaise- 
ment partiel pnlmonaire, attcun cas de 
pneumonie post-operatoire. II y eut 
cinq deces dans la serie. Dans les 
derniers 317 cas il n’y eut aucun deces. 

ZUSAMMENFASSUNG 

Izrgcbnis von 577 Hysterektomien 

Der Autor berichtet fiber 537 Iiyste- 
rektomien, die er wahrend 8 Jahren vor- 
genommen hat. Dass davon nur ein 
kleiner Prozentsatz von 16 Operationen 
Totalexstirpationen der Gebarmutter 
waren, ist darauf zuriickzufuhren, dass 
der Autor glaubt, dass die Cervix prfi- 
oder postoperativ behandelt werden 
kann. wenn andere Erkrankungen als 
Carcinom vorliegen. Der Vergleich 
der Erfahrungen. die man 30 Jahre 
zuriick in der vaginalen Operation 
pathologischer Beckenbedingungen ge- 
sammelt hatte, mit den Ergebnissen, die 
man heut bei abdominalem Vorgehen 
erzielt, rechtferligt die Riickkehr zur 
vaginalen Metliode nicht. In dieser 
Serie sind 535 Falle abdominal ange- 
gangen worden. Der Autor benutzt 
den Querschnitt fur alle Beckenopera- 
tionen. 448 Operationen von den be- 
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earlier cholecystectomy is to stop the 
progress of cholecystitis before the 
stone-forming stage is reached, diag¬ 
nostic art must accept the challenge to 
show continued improvement. 

Since it appears, then, that the patient 
with a diseased gallbladder has an ex¬ 
cellent chance of a satisfactory sympto¬ 
matic result if this organ is removed, 
the problem resolves itself into one of 
accurate diagnosis. Numerous observ¬ 
ers” have concluded that symptoms are 
much more to be relied on than either 
cholecystographic evidence or the 
pathologic report. Biliary colic, it is 
generally agreed, is the indication par 
excellence for cholecystectomy as welt 
as the preoperative symptom most likely 
to he relieved hy this procedure. Just 
as the highest percentage of cures oc¬ 
curs in patients having typical biliary 
colic without dyspepsia, so the lowest 
occurs in those having dyspepsia but 
no colic.” Halberg” observed that the 
percentage of relief is likewise low in 
cases in which neurosis, nervous ex¬ 
haustion or migraine is present. In re¬ 
viewing the dilemma of unrelieved 
symptoms, Cabot 1 strongly protested 
against the practice of operating to re¬ 
lieve abdominal pain first and sending 
the patient for neurologic examination 
afterward. 

The relatively high percentage of 
cures in the group of patients with 
normal or nearly normal gallbladders 
discourages the surgeon from placing 
too much prognostic value on the 
pathologic report. The histologic 
changes in the wall of the gallbladder 
do not always afford an accurate index 
of the symptoms the organ lias produced 
or of the benefits that may result from 
cholecystectomy, for in many eases 
there appears to he a condition of ab¬ 
normal mechanism or disturbed func¬ 
tion without anatomic change.” 

In a large number of cases the 
cholecvstogram is a reliable aid in 
diagnosis. Kuuatlv* found cholecys¬ 
tography accurate ill well over ^0 per 


cent of the 200 cases in the series re¬ 
cently reported by him. Aferanzc. 
Salzmann and Meranze” made correct 
diagnoses from cholecystographic stud¬ 
ies in 82.7 per cent of their series of 
58 cases. Cholecystography has a two¬ 
fold object: (1) to reveal the presence 
of stones and of new growths and (2) 
to suggest interference with the func¬ 
tion of the gallbladder. In interpreting 
the cholecystogram, it is to be remem¬ 
bered that it is not the gallbladder but 
the dye-impregnated bile it contains 
that is being photographed. Despite 
numerous sources of error, both tech¬ 
nical and interpretative, cholecystog¬ 
raphy has made the diagnosis of chronic 
cholecystitis much more common and 
has brought about a gradual acceptance 
of a broader symptomatology in disease 
of the gallbladder. 

The trend of opinion scents to favor 
waiting until an attack of cholecystitis 
has subsided before operating. Wilson, 
Lehman and Goodwin” concluded that 
the desirability of early operation in 
acute cholecystitis is not proved when 
measured hy mortality rates. On the 
other hand. Aleranze and his associ¬ 
ates” observed that the results of 
cholecystectomy on the 22 patients pre¬ 
senting acute gangrenous, acute ulcera¬ 
tive or an acute exacerbation of chronic 
cholecystitis in their series of 135 

patients indicated that a radical opera¬ 
tion as soon as the patient has been ade¬ 
quately prepared is the desirable mode 
of treatment. 

jaundice presents numerous prob¬ 
lems. Determination of the type of 
jaundice is one major problem, since 
only in the obstructive tjpc can surgical 
intervention on the gallbladder and 

ducts be expected to give satisfactory 
results. Certainly jaundiced patients 
should have the benefit of every known 
procedure to counteract damage to the 
liver and improve coagulation of the 
blood.’ 

Although by no means settled ;he 

controversy over the r"' .A''. 
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T HE high degree of attainment in 
surgical procedure and technic has 
in recent years brought about a 
shifting of emphasis throughout the 
field of surgery. Particularly is this 
change evident in surgery of the gall¬ 
bladder. At first, attention was natu¬ 
rally centered on removing the stone or 
stones, the most prominent feature, and 
conserving the organ. When experi¬ 
ence revealed that removal of the stones 
failed in a large number of cases to ter¬ 
minate the disease and that the loss even 
of a normal gallbladder was borne 
without gross disturbance, interest was 
shifted from the stones to the gallblad¬ 
der itself. As in other branches of 
surgery, emphasis now rests on causa¬ 
tion and the avoidance of operation. 
As Royster"'' prophesied, the third chap¬ 
ter in "the treatment of disease of the 
gallbladder will doubtless record the 
removal of the cause. It is estimated 
that approximately 40 per cent of the 
adult population have disorders of the 
biliary system, which in probably the 
majority of instances are at times asso¬ 
ciated with more or less severe symp¬ 
toms. 2 ' 

The gallbladder is a blind sac, con¬ 
nected bv a duct with a second duct 
which brings the bile from the liver. 
By an ingenious arrangement of spiral 
valves and a partial sphincter, the same 
passage along which the bile flows into 
the gallbladder serves for its return, 
and ft then flows on into the duodenum 
bv the same route it would have taken 
had it not been diverted. The purpose 
of the excursion of the bile into this 


blind sac and its sojourn there is not 
definitelv determined. At first, the srall- 
bladder was regarded as a reservoir. 
Later, attention was turned to the ab¬ 
sorption of fluid by its walls with the 
resulting concentration of the contained 
bile, a function to which the villous 
formation of the mucosa with its abun¬ 
dant supply of blood and lymph pointed. 

The evacuatory action of the gall¬ 
bladder seems to be under the control 
of a complex mechanism, depending on 
factors outside itself as well as on the 
much disputed contraction of its walls. 
A hormone contained in intestinal ex¬ 
tracts, which caused contraction of the 
walls of the gallbladder in animals, was 
proposed by Ivy and Old berg 10 in ex¬ 
planation of the contraction and evacu¬ 
ation of this organ. 

Mann" suggested that the gallbladder 
acts to correlate the secretory activities 
of the liver with those of the gastro¬ 
intestinal tract. He concluded that the 
acid secretion of the stomach, coming 
in contact with the papilla of Vater and 
relaxing the sphincter of Oddi, releases 
the bile into the intestinal tract, whence 
the bile salts are absorbed into the blood 
and, on reaching the liver, so stimulate 
the secretion of bile that the gallbladder 
is promptly refilled. With the gall- 
badder removed, the sphincter no longer 
closes completely, and the bile dribbles 
constantly into the intestine, thus caus¬ 
ing this intimate secretory response to 
cease. 

The role of the gallbladder in choles¬ 
terol metabolism is not established. 
Their study of the strawberry gall- 
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due to incidental appendectomy, the 
psychotherapeutic effect of a laparotomy 
or to other causes not directly attribu¬ 
table to the gallbladder. Removal of 
the gallbladder is by no means to be 
regarded as a cure-all for disease of 
the biliary tract or for more remote 
lesions, and removal of a normal gall¬ 
bladder owing to a general notion that 
it is as well out as in is certainly un¬ 
justifiable. 

The inevitable sequel to the loss of 
the gallbladder is dilatation of the com¬ 
mon duct and the hepatic duct and all 
their pedicles. Thus a disturbance of 
the entire biliary circulation ensues. 
Gibbon" asserted that the surgeon is 
justified in bringing about these changes 
only if the gallbladder is definitely dis¬ 
eased. The physiologic disturbances 
following the removal of a functioning 
gallbladder are undoubtedly greater 
than those taking place gradually when 
the biliary system, particularly the liver, 
loses the function of the gallbladder 
little by little through disease. Once a 
sound knowledge of the common mor¬ 
bid physiologic changes occurring in the 
biliary tract is mastered, improvement 
in tlie treatment of the stoneless gall¬ 
bladder may take the form of more in¬ 
telligent medical management. 

A fourth chapter in surgery of the 
gallbladder may well be directed toward 
training young surgeons to recognize 
the strategic position of the gallbladder 
in the complicated biliary syndrome. 
Adequate exposure of the field of opera¬ 
tion in surgical treatment of the gall¬ 
bladder, so that the important anatomic 
landmarks are constantly visible, should 
be emphasized also, for it avoids injury 
to the ducts and lessens postoperative 
sequelae. However, before the third 
chapter, revealing the cause and how it 
may best be removed, is completed, 
more knowledge of the precipitating 
factors of disease of the gallbladder, 
both with and without stones, and bet¬ 
ter understanding of disordered states 
of the liver, of the relation of the gall¬ 


bladder to neighboring structures and 
of cholesterol metabolism must be 
acquired. 

SUMMARY' 

Emphasis in surgery of the gallblad¬ 
der has been shifting from removal of 
the stones to removal of the gallbladder 
itself. Present emphasis rests on causa¬ 
tion and the avoidance of operation. 

The gallbladder has often been re¬ 
moved because of inflammatory changes, 
and its analogy to the vermiform ap¬ 
pendix has been pointed out. It may be 
a focus of infection for tile entire biliary 
tract. 

In diagnosis, clinical symptoms arc 
more to be relied on than cholecysto- 
graphic or histologic evidence. 

In regard to jaundice, only the ob¬ 
structive type responds satisfactorily to 
operation on the gallbladder and ducts. 

Cholecystectomy is the operation of 
choice in most cases. The end-results 
are best in cases of strawberry gallblad¬ 
der with stones and those of gallbladder 
with evidence of severe calculous 
cholecystitis. Among substitute pro¬ 
cedures for cholecystectomy is Thorek’s 
electrosurgical obliteration of the gall¬ 
bladder. 

First National Bank Budding 
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gan, or is preceded by such damage, as 
Graham 1 "' and others believe. Boyce, 
Veal and McFetridge 1 concluded that 
the surgeon who operates on the gall¬ 
bladder operates vicariously, as it were, 
on the liver, frequently with conse¬ 
quences out of all proportion to the 
apparent ease of the surgical act. for 
the liver, despite its enormous regenera¬ 
tive powers, cannot endure such insults 
as are often initiated by the original 
disease, and carried beyond the point of 
tolerance by the operation to relieve it. 

Because of its close anatomic relation¬ 
ship with the gallbladder the pancreas 
is to be considered in disease of that 
organ. In more than half of the cases 
of\vst of the pancreas and in the ma¬ 
jority of the cases of hemorrhagic 
pancreatitis that came undei then 
observation judd. Mclndoe and Mar¬ 
shall 15 found a stone or stones in the 
gallbladder. Tt is well recognized that 
ihc removal of an associated calculous 
gallbladder has a beneficial effect on 

diabetes. . , , • • 

Whether chronic cholecystitis, with 
or without stones, and the strawberry 
o-allbladder are to be regarded as local 
disorders or as conditions related to a 
more general disorder is one of the duet 
problems of present-day surgery ot the 
o-allbladder. While the late results ot 
surgical treatment in these cases, taken 
as awholc in large groups, is gratitying. 
the prognosis in the individual case is 
uncertain. Despite seemingly tavorablc 

iudiemious. Oiore arc ,a,l 'V cs ; al! A 

hriUinnt succe*?e? occur m the tacc 
a lack of demonstrable pathologic 
changes in the removed gallbladder. 

Sl’ROlCAT. TREATMENT 

•Vnalv'i^ of the ultimaie remits ot 
-nrMcal treatment of the gallbladder 
PaWed to the consensus that the Mrave- 
benw gallbladder with ston^ aim du 
Aibtaddor ffivins cyutcitcc o -c, crc 
.-ttridnu- cfiolei.' ^Otl. . 


tomy. This radical form of treatment 
has been increasingly less successful in 
other types in the order named: the 
gallbladder showing severe cholecysti¬ 
tis without stones, the strawberry gall¬ 
bladder without stones and the gall¬ 
bladder in which mild cholecystitis is 
present. In a study of 300 cases in¬ 
vestigated more than five years after 
operation, Synhorsl 5 * 5 reported good 
results in 87.8 per cent of cases of straw¬ 
berry gallbladder with stones and 67.4 
per cent without stones, in SI.2 per cent 
of cases of severe cholecystitis with 
stones and 70 per cent without stones. 
The percentages of favorable late 
results reported by Judd and his 
associates” were: 96 for strawberry 
gallbladder with stones, 93 for severe 
cholecystitis with stones. SS for non- 
calculous cholecystitis and 87 for 
strawberrv gallbladder without stones. 
They noted that the diagnosis was 
not definite in most of the cases of 
mild cholecystitis in which cholecys¬ 
tectomy failed. Summarizing the re¬ 
ports of the late results of cho¬ 
lecystectomy in 2.222 traced patients 
represented in 13 series reported in the 
literature, Sanders 25 noted that 1,699 
(76.4 per cent) were classified as well, 
321 ( 14.5 per cent) as improved, and 
145 (6.5 per cent) as unimproved. 
After reviewing 6,000 cases reported in 
the literature. Mackey 51 concluded that 
cure or improvement after cholecystec¬ 
tomy may be expected in nearly 60 per 
cent of cases of cholelithiasis and in ap¬ 
proximately 80 per cent of those of 
cholecystitis without stones. In general, 
then, as KunatlV observed, the percent¬ 
age of good results rises steadily as the 
pathologic processes in the gallbladder 
become more advanced. It has been my 
experience that the extent of the disease 
of the gallbladder bears a definite re¬ 
lation to the ultimate result after 
choice} -tectonic and that relief is most 
-triking after removal of the strawberry 
gallbladder with stones. If in the future 
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Operation in der Alehrzah! der Fiiiic. 
Die Endrcsnltate sind die besten in 
Fallen von “Erdbeer'-Gallcnblase mit 
Steinen und in Fallen von schwerer 
Gallenblasenentzundung wit Steinen. 
Unter den Operationen, die die Cho- 
lecystektomie ersetzen, ist Thoreks 
elektrochirurgische Verodung der Gal- 
lenblase zu envahnen. 

SUMARIO 

Jls/ado presente dc la cirugta dc la 
vesicula biliar 

Enfasis en cirugia de la vesicula biliar 
ha sido cambiada de la cxtracion de las 
piedras a la extirpacion de la vesicula 
biliar en si. El enfasis presente con- 
sidera las causas y la posibilidad de 
evitar operaeiones. La vesicula biliar hr, 
sido a mcntido extirpada debido a 
cambios indamatorios, y sit analogta a 
la npendice vermi forme ha sido con- 
sidernda. Ella puede ser un foco de 
infeccion para todo cl tracto biliar. En 
el diagnostico, los simomas clinicos 
tienen que eonsiderar mas la colccisto 
grafia 6 evidcncias histolbgicas. Con 
respecto a ictericia, solamcntc el tipo 
obstructivo responde satistactoriamente 
a la operacibn en la vesicula biliar y 
conductos. 

Colecistectomia es la operacion a 
escojer en la majoria de los casos. Los 
resultados finales son los mejores 


cuando la vesicula biliar es a tipo de 
fresa con piedras y en easos con evi- 
dencia de colecistitis calculosa severa. 
Entre los procedimientos a sustituir la 
cholecistectomia esta la obliteration 
elcctroquirurgica dc la vesicula biliar 
del Dr. Thorek. 

RIASSUNTO 

Chintrgia della cistifellca 

Nella chirurgia della cistifellca si e 
sposlata dalla rimozionc dei calcoli alia 
colecistectomia. A1 presente I'emtasi e 
sulle cause ctiologiche e lc possibili 
probability di evitarc l’intervento. La 
cistifellca e spesso rimossa per process! 
infiammalorii analoghi, a quelli dell’ap- 
pendici vermiforme. In tali casi pub 
esserc un focolaio di infezione per l’in- 
tero trntto biliare. Nella diagnosi, la 
sintomatologia clinica dove esserc tenuta 
in maggiorc considerazione dei reperti 
colecistografici. In riguardo dell'ittero 
sollanto il tipo ostruttivo risponde bene 
ad interventi sulla cistifellca e dotti. 

La colecistectomia e l’operazione pin 
indicata. ] mcgliori risultati si ot- 
tengono nei casi di colestcrosi (cistifcl- 
lea a fragola) e nei casi di colecislite 
calcolosa. Tre i proccdimenti di sosti- 
tuzione della colecistectomia e degno di 
menzione il metodo Thorek di oblitera- 
zione elettrochirurgica. 
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cholecystectomy and cholecystostomy 
seems to have abated with the assigning 
of a definite field to each procedure. 
Experience is clearing away the chief 
objections to the more radical operation, 
high mortality in particular, and points 
to cholecystectomy as the operation of 
choice in most instances. 5 

It is being recognized more and more 
that it is best to close the abdomen at 
once after cholecystectomy, provided 
drainage is not necessary. Judd 1,a 
stated: “In doing cholecystectomy for 
chronic cholecystic disease we fre¬ 
quently close the wound without drain¬ 
age. We feel that this is a perfectly safe 
procedure if the cystic duct and cystic 
arterv have been accurately ligated, if 
the gallbladder fossa has been carefully 
sutured, and if the operative field is 
drv.“ Sanders 15 summarized the liter¬ 
ature pertaining to postoperative drain¬ 
age. Fowler 0 concluded that in spite of 
the temptation not to drain, it is wiser 
to do so, and Thorek 2Ta observed that 
the best drainage of the biliary system 
is that which follows continuously after 
cholecystectomy through the common 
duct into the duodenum. 

The operation for anastomosis of the 
gallbladder, or common duct to the 
stomach or duodenum, has been brought 
to a high degree of technical perfection. 
Its value is strictly limited, however, 
because ascending infection is prac- 
ticallv certain to follow, and it should, 
therefore, be performed only when 
there is an obstruction of the common 
duct that cannot be overcome. Even 
then, the surgeon should first assure 
himself of the permeability of the cystic 


^Estesf Catch ’ 0 and others 50 described 
modifications of cholecystectomy that 
mav conceivably have a place m surgerv 
of the Gallbladder. Recently. Thoreky 
described electrosurgical obliteration ot 
the -allbladder as a procedure so -uit- 
..bl/'for both simple and complicated 
;.,c C , of disease of this organ that it 
reduce- mortality t« a minimum. 


Although surgeons now agree that an 
infected gallbladder is incapable of be¬ 
ing restored to normal function and may 
also act as a focus of infection, 12 never¬ 
theless the benefit to the patient from 
its removal is in the individual case 
always problematic. Not only the 
changed content and the involvement of 
the walls of the diseased gallbladder, 
but also the associated involvement, for 
which it may be partly responsible, of 
the pericholecystic structures, determine 
the degree of disability the patient may 
suffer from it. Since the infected wall 
of the gallbladder does not tend toward 
spontaneous cure as do the neighboring 
structures, it may become the keystone 
of the arch that maintains the disease, 
whether originally the site of the initial 
infection or at any given time the site 
of the greatest involvement. It seems 
reasonable to assume, therefore, that 
the removal of the gallbladder under 
such conditions could have the happiest 
results for the patient. Judd and 
Priestly 10 observed that emphasis on 
the gallbladder as a focus of infection 
has led not infrequently to cholecystec¬ 
tomy for the sole purpose of influencing 
favorably the healing of lesions else¬ 
where in the body. 

Good results are sometimes obtained 
by the removal of a gallbladder that ap¬ 
pears normal at operation. Such a 
situation calls for fine surgical judg¬ 
ment that is not to be based alone on a 
momentary glimpse within the abdomen 
but on a thorough preliminary inves¬ 
tigation as well, with properly corre¬ 
lated clinical and cholccystographic 
evidence serving as the determining 
factor in ascribing symptoms to the gall¬ 
bladder. Judd ,:b concluded that a nor¬ 
mal gallbladder should be removed if 
primary hepatitis or pancreatitis is 
proved. In the series of cases studied 
by Kunath 20 24 per cent of the patients 
with gallbladders normal histologically 
reported themselves cured by cholecvs- 
tectomy. He concluded the relief of 
'ymptom- in these cases may have been 
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little, for if the slice ip too thin it tears 
away, and a reasonably thick slice aids 
in the subsequent plastic repair. The 
process of slicing is conducted in stages. 
About 1 inch (2.54 cm.) is first severed. 


Fig 3 Specimen thu'Mnu portion ot tongue ; 
no\ ed 




f/W - ; Bleeding is copious, but this is con- 

v . ' •' ;,V trolled by deep stitches of no. 3 catgut 

v introduced in such a way as to approxi- 

* r ’ '■ J ’• mate the lateral cut edges in the middle 

YaHfv I'SctJy? line. Inch by inch this process is rc- 

- i* - - pcated (fig. 4) until one reaches the 

‘ ,/,>vr ■’ back of the tongue. Taking a smaller 

V , -*v'\ ) -*. scalpel, one cuts a V corresponding to 

\ i V i the circumvallatcd papillae. The process 

T / ■ ’ of removing the slice is continued until 

N ■' the V-shaped incision is reached. It is 

' l ir'\ ■ ■’'■ Hi - ' usually possible to almost cover the dc- 

t.. V- nuded back of the tongue h\ approxi- 

' : /f JJ /\ ; 'f -E.' 1 - ‘ ' * mating the mucous membrane at the 

sides with that of the extreme ba«c. 

ilif - '/sk; Jf ■ Being assured that there is no tilecd- 

////l - ' ■/ ' i- mg, especially at the back, one cuts short 

////‘ \:// * the posterior sutures, hut a feu anterior 

Ha " —‘ ones remain in order that the tongue 

Fle 4 xi, t (ior-tim o' Ui< ..mrr.c <- remmol ircti may be drawn forward while the patient 

, mri>. ‘!«r i™! I's'Ot i' ‘tic remma com j n _ rollm i from the anesthetic. 


xwm 


Fig 5 Appearance two years after remosat of the 
dorsum of the tongue The specimen remo\ed tn 
this case is shown in figure 3 
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RESUME 

La Chintrgic dc la Vesicule B ilia re 

Premierement on a enleve les c.alculs 
biliares, puis on a eu recoups a l’enleve- 
ment de la vesicule biliare. De nos 
jours, on se preoccupe beaucoup plus 
des causes determinantes et d’eviter les 
mesures operatoires. 

On a enleve la vesicule biliare pour 
changements inflammatoires. On a 
signale son analogic avec l’appendice 
vermiforme. La vesicule biliare pent 
etre un foyer d’infection pour tout 
1’appareil biliare. Les symptomes 
cliniques doivent prevaloir sur les 
temoignages radiographiques et his- 
lologiques. Dans l’ictere obstructif, 

I‘intervention sur la vesicule biliare et 
les conduits donne de bons resultats. 

La cholecystectomie est 1‘operation 
de choix. On peut substituer a la 
cholecystectomie 1’obliteration clectro- 
chirurgicale de la vesicule biliare par la 
methode de Thorek. 

ZUSAMMENFASSUNG 

Chintrgic dcr Gallcnblasc 

Das Ziel dcr Gallenblasenchirurgie 
hat sicli verschoben von der Lntfernung 
der Gallcnsteine zu r Lntfernung der 
Gallcnblasc selbst. Augenblicklich ist 
das Intcresse auf die zugrundclicgcnden 
Ursachcn und die Yermeidung von 
Kingriffen gerichtet. 

Die Gallcnblasc ist oft der entziind- 
lichen Yeranderungen wegen entfernt 
werden und es ist auf ihre Analogic unit 
dem Blinddarm hingewiesen. Sic kann 
cincn Lntziindungshcrd fur das gesamte 
Gallengangssystcm darstcllcn. Bei 
Stclluug der Diagnose kann man sich 
mehr auf die klinischcn Symptome als 
auf die eholecystographischcn oder 
histologi-ehen Befunde varlasscn. Was 
Gelb-ucht anbetrifft, so spricht nur dcr 
ohstruktivc Typ befriedigend auf Gal- 
lengang und -Bla^enoperation an. 

t holee\-.tektomie ist die gegebene 




EXTRAPLEURAL THORACOPLASTY 

FURTHER EXPERIENCES WITH A MUSCLE-SPLITTING OPERATION 1 ' 

JEROME R. HEAD, A.M., M.D., F.I.C.S. 

CHICAGO 


A T the beginning of the twentieth 
century the collapse therapy of 
pulmonary tuberculosis was tot¬ 
tering on unsteady legs — a feeble 
orphan of no appreciable expectancy, 
Murphy had abandoned the use of arti¬ 
ficial pneumothorax, Lemke had died, 
and Forlanini had published nothing 
since 1894. The few thoracoplasties 
which had been performed by Quincke, 
Spengler, I.anderer and others had con¬ 
sisted in the removal of lateral segments 
of ribs directly over cavities and had 
accomplished little. 

It is probable that the principle would 
have survived and developed in spite of 
its inauspicious start, hut that it took on 
new life when it did and developed so 
rapidly to its present stature is due 
chiefly to the insight, the enthusiasm 
and the energy of Ludwig Brauer. 
Brauer, an internist and phthisiologist, 
read Murphy’s 1898 article and started 
to use artificial pneumothorax and to 
consider thoracoplasty. Within the 
next few years there began to issue 
from his clinic a steady flow of clin¬ 
ical and experimental studies on the 
effects of artificial pneumothorax which 
succeeded in demonstrating its value 
and establishing its use. It was only in 
1907 after Brauer had begun to popu¬ 
larize it that Forlanini again wrote on 
the subject, and one of the anomalies of 
medical history is the fact that this pro¬ 
cedure which had been conceived anti 
used in this country in 1898 had to be 
reimported from Germany as late as 
1912. It is striking testimony to the 
importance of the role of the developer 
and popularizer. Having convinced 


himself of the value of effective collapse 
of the lung by artificial pneumothorax 
and having been repeatedly exasperated 
by the hindrance of adhesions, Brauer 
turned his attention to thoracoplasty. 
The principles and technic which he laid 
down for this procedure have governed 
its development over the past thirty 
years and, curiously enough, have only 
recently been adequately applied. In 
1908 he stated: "If thoracoplasty is 
ever to be successful it must produce a 
collapse of the lung as complete as that 
afforded by a successful pneumothorax." 
Working on this principle he had in¬ 
duced Friedreich to operate for him and 
through a large pcriscapttlar incision 
to remove almost the full lengths of the 
upper eight ribs. The first eight pa¬ 
tients operated upon survived and were 
either cured or markedly improved. 
After that the mortality mounted, and 
it soon became evident that shock, 
mediastinal flutter, retention of sputum 
and wound infection made the operation 
exceedingly dangerous. 

A movement for the appeasement of 
its severity immediately commenced. 
Work in this direction was headed by 
Wilms and by Ferdinand Saucrbruch. 
The latter had been Friedreich’s assis¬ 
tant at the time of his original opera¬ 
tions. Wilms discovered an older work 
on chronic empyema hv Geordet, who 
had shown (hat the hemothorax could 
he markedly reduced in size by resec¬ 
tion of small segments or ribs close to 
the spine. Wilms accomplished this by 
making a vertical paravertebral incision 
through the skin and fat and then split¬ 
ting the muscles of the shoulder girdle 



EXCISION OF THE TOTAL LEUKOPLAKIC AREA OF 

THE TONGUE 
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L eukoplakia glossitis, when 

fully established (fig. 1), is a de¬ 
pressing condition. Careful con¬ 
servative measures combined, in neces¬ 
sary cases, with antisyphilitic treatment, 
effect little or nothing in the way of im¬ 
provement. All that can be hoped for 
is the prevention of further inroads of 
the pathologic process. In spite of 
watchful care, carcinoma sometimes de¬ 
velops in one of the diseased areas, and 
every clinician knows how difficult it is 
to persuade some of these patients to 
attend clinics regularly. Faced with 
such doleful potentialities the surgeon 
welcomes a method which will eradicate 
this progressive disease. 



Fig. 1. Leukoplakia glossitis. 


I have been well pleased with the end- 
results of excision of the whole dorsum 
of the tongue by the following method. 

TECHNIC OF OPERATION 
Intratracheal anothesia is employed, 
and the pharynx is packed. The jaws 
are trammed and the tongue drawn out. 


Into the under surface of the tongue to¬ 
ward the tip are placed two silkworm 



Fig. 2. An incision is made around the edges of 
the tongue, mapping out the diseased area. 


gut stitches; these stay sutures are used 
to draw the tongue out still farther and 
to stretch it somewhat transversely. 
With an ordinary scalpel an incision 
about inch (0.64 cm.) deep is made 
around the edge of the tongue (fig. 2). 
This is an important step, for by this 
incision the diseased areas at the side of 
the tongue arc marked out in order that 
they may be subsequently removed with 
the dorsum. Poirier’s forceps is made 
to grasp the superficial edges of the cut, 
and in this way the whole area to be re¬ 
moved is mapped out. 

Taking a very sharp Svme’s knife, or 
skin-grafting razor, one commences the 
process of removing a slice which in¬ 
cludes the whole of the diseased area. 
The piece removed should be about 3<j 
inch in thickness ffig. 3). It is better 
to take awav a little too much than too 
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1928, and which so delays the regenera- gradual collapse of the chest wall mini- 
tion of bone that longer intervals may mizes paradoxical respiration, permits 
be permitted between operations. In the heart and respiration to adjust 




I92S also 1 described a muscle-splitting 
approach to the posterior portions of the 
ribs. I have recently rcadapted this 
operation in the hope that by means of 
it one could produce a satisfactory col¬ 
lapse with a minimum of risk. The 
small incisions reduce both shock and 
the incidence of wound infections. The 


gradually to the new conditions and also 
preserves the effectiveness of cough. 

THCIINIC 

This operation is performed through 
separate incisions. It is not necessary 
to reopen any incision—a f vhirl 
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COMMENT 

There is very little pain in the after- 
stages, and a surprisingly mobile, rather 
narrow, elongated tongue results (fig. 
5). In a few weeks the patient speaks 
clearly and, what is remarkable, all 
these patients appreciate taste. I have 
been at a loss to explain this, as the 
taste buds are removed. 


SUMMARY 

A technic for total excision of the 
dorsum of the tongue in patients with 
leukoplakia glossitis is described, in 
which an incision is made marking out 
the diseased area and removal is done in 
stages. Speech and taste are unim¬ 
paired. 


RfiSUMlS 

Excision totalc dcs plaques ' 
Icucoplasiqucs de la langue 

L'auleur deceit une technique pour 
lexcision totale de la surface dorsale de 
la langue dans les cas de glossite leuco- 
plasique. L ablation des parties malades 
est faite en plusieurs temps. Le gout 
et la parole ne sont aucunement leses. 


ZUSAMMENFASSUNG 
Radicate Entfcrmmg von Lcukoplakicn 
dcr Zungc 

Ein Verfahren zur totalen Entfer- 
nung von Leukoplakien des Zungen- 
rfickens wird beschrieben; die erkrankte 
Stelle wird umschnitten und die Entfer- 
nung wird Schritt bei Schritt vorge- 
nommen. Sprach- und Tastvermogen 
werden nicht beeintrachtigt. 

SUMARIO 

Excision del area total leiicopldcica 
de la leugua 

Una tecnica para la excision total del 
dorso de la lengua en enfermos con 
glositis leucoplasica es descrita, en la 
cual la incision es hecha marcando el 
area enferma y la extirpacion es hecha 
en tiempos. El habla y el gusto no son 
perturbados. 

RIASSUNTO 

Escissionc di leucoplasia totalc 
della lingua 

o 

Viene discusso un nuovo proccdi- 
mento operatorio per 1'escissione totale 
della superficie dorsale della lingua, in 
malati di glossite leucoplasica. L’aspor- 
tazione cl el 1 e parti affette viene eseguita 
in diversi tempi. L’attivita mottoria e 
gustativa della lingua rimane illesa. 
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are separated, and segments of the second and 
third ribs and any remaining portion of the 
first can be reached and removed. 

In the third stage, the full lengths of the 
fourth, fifth and sixth ribs can be removed at 
a single stage through two small incisions, or 
the posterior segments at one operation and 
the anterior segments later. The posterior in¬ 
cision can either be muscle-splitting or can 
come in a muscular space between the trape¬ 
zius and the latissimus dorsi, or it can be the 
usual curved paravertebral incision, which 
here is not as traumatizing as the upper inci¬ 
sion, but it goes only through the latissimus 
dorsi muscle. Through that the posterior seg¬ 
ments of the seventh, eighth and ninth and as 
man}' ribs as one is going to take are removed, 
and the additional anterior segments of the 
fourth to sixth ribs, which, like the third rib, 
slant down to come clear to the lower end of 
the sternum. 

COMMENT 

Tlic temperature, pulse and respira¬ 
tion curves of patients have shown 
minimal postoperative reactions. 

I use this operation only on older pa¬ 
tients, on those who are poor operative 
risks and on those who have no large 
cavities. 

The test of any thoracoplasty is the 
collapse which it produces. The expo¬ 
sure does not permit freeing of the 
chest wall from the attachments of the 
serratus magnus and scalenes, and for 
this reason the collapse is occasionally 
less complete than where these pro¬ 
cedures can be carried out. At present, 
steps arc being taken to overcome this 
defect in the operation. 


SUMMARY 

The history of collapse therapy is 
given. 

A modification of the operation of 
extrapleural thoracoplasty is described 
in which the required lengths of ribs 
are removed through multiple small 
muscle-splitting incisions. At the first 
stage an extrafaseial apicolvsis can lie 
performed. 


The postoperative reaction is mini¬ 
mal ; the collapse is produced gradually, 
and the muscles of the shoulder girdle 
are not transected. The operation can 
be used on older persons and those in 
poor condition with greater safety than 
the conventional operation, and the in¬ 
cidence of wound infections is less. 

RESUME 

La Thoracophstic Extraplcura/c 

Dans la metliode decrite on enlevc 
Ics longueurs de cotes indiquees par de 
multiples incisions courtes dans les- 
quelles on separe les fibres musculaires 
sans les couper. Comme premier temps, 
tine apicolvse extrafasciale est cffectuec. 
La reaction post-operatoire est minime, 
l’affaiblessement s’effectuc gradnellc- 
ment, les muscles de la ccinture de 
lepaule no sont pas coupes. L'opcra- 
tion est applicable a tout age; elle ofTre 
moins de dangers que les autres 
methodes, et (’infection dcs plaits est 
moins frequente. 

ZUSAMMENFASSUNG 
Extraplcuralc Tliorahnplaslik 

Ein Ucherhlick fiber die Gcschichtc 
der Kollapscbehandlung ist gegeben. 
Eine modifizierte Tcclinik der Tliorak- 
oplaslik wird bcscliriebcn, bei der ge- 
wunschtc Teil der Rippen durcli 
multiple nutskelspaltcnde schmalc In¬ 
cisional entfernt wird. Bei dem ersten 
Stadium kann gleichzeitig cine hosting 
dcr Spit/.c vorgenotumen werden. 

Die postoperative Reaktion ist mini¬ 
mal, der Kollajis wird stufeinveise 
Iicrgestellt. nnd die Muskcln des 
Scliultcrgfirtels werden niebt durch- 
trennt. Dieses Verfaliren kann 
fur altcrc Personcn unit fiir solche in 
schlechtcni Allgcmeiiibcfindai mil 
grosscrer Siclierlieit angewandt werden 
als die ublicbe Operation; das Vnrkom- 
mcn von Wundiiifektion ist scltcner als 
bei dem sonst gebrfuichlicheii V 1 
ialiren. 
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at different levels to reach the ribs. He 
also advocated removing segments of 
the cartilages anteriorly to permit the 
lateral segments of the ribs to fold back¬ 
ward more readily. At about the same 
time Sauerbruch developed a similar 
operation; a combination of these two 
became the standard Wilms-Sauer- 
bruch columnar thoracoplasty. Its di¬ 
vision into stages, to which Hedblom 
contributed importantly in this country, 
marked the final step in this phase of the 
development of the operation. It is im¬ 
portant to bear in mind that the purpose 
of these changes was to devise a safe 
operation, but that this was accom¬ 
plished only by compromising with 
Brauer’s postulate that the collapse be 
complete. 

Brauer, who in the meantime had be¬ 
gun doing his own surgery and was 
accordingly the first surgeon phthi¬ 
siologist, continued to use his subscapu¬ 
lar operation and to insist that the 
Wilms-Sauerbruch procedure did not 
afford sufficient collapse. During the 
years of the adoption of the operation 
the desire for safety outweighed the de¬ 
mand for effectiveness, and a bare 40 
per cent of cures seemed preferable to^a 
20 per cent mortality. Dntil about 19o0 
The Wilms-Sauerbruch operation was 
standard. Since then evolution has 
been in the direction of a more radical 
operation, a more effective collapse and 
a higher number of cures. Longer and 
longer segments of ribs have been re- 
v; e cted Alexander reintroduced Wilms' 
resection of the cartilages This was 
extended to include removal ot the lull 
length of the upper ribs ami cartilagc-s. 
The transverse processes came next 
-md fuiallv, Senib made the important 
addition of extrafascial apicoh-t-. ■■ 
accomplish so radical a revi-mn ->t the 
thoracic trail Meter an,Matter tna- 
required, and tinalh the 
an almost 

mobilization tin- -enpuia, 
he O’-tal o* ic hment- 


sinus were 

.-.Mue to fiemanu 
ujiper eaiur. y 

.-.-.nUiVation t!u- 

complete 
with section or 


of the scalenes and serratus magntts. 
The operation astonishingly resembled 
the original Brauer-Friedreich proce¬ 
dure. W r itli this revision of the original 
technic and principles the old complica¬ 
tions reappeared, not in so aggravated 
a form, because division into stages re¬ 
duced shock and minimized paradoxical 
respiration, but they did make their re¬ 
appearance, and shock, mediastinal flut¬ 
ter, retention of secretions and, most im¬ 
portant of all, wound infection again 
became important considerations and 
tended to raise the operative mortality 
and restrict the indications. In spite of 
this the most important result of the 
evolution has been the increase in the 
number of cures, which has risen to ap¬ 
proximately SO per cent of those oper¬ 
ated on. 

One sees, then, that the two de¬ 
siderata which have determined the de¬ 
velopment of the operation and which 
have been opposed to each other have 
been an effective collapse and a safe 
procedure. The ideal is one which com¬ 
bines both—which produces a maximum 
relaxation of the lung gradually and 
safely. Only such an operation can be 
used effectively on patients of all ages 
and in all stages of debility. The col¬ 
lapse must be effective if the patient is 
to be cured, but the ideal is to produce 
it gradually with a minimum of shock, 
a minimum of paradoxical respiration, 
a minimum risk of infection and a maxi¬ 
mum retention of the power of cough. 

I have already said that the division 
of the operation into stages was an im¬ 
portant step in the reduction of the mor¬ 
tality. This increase in safety was 
accomplished at the sacrifice of a com¬ 
plete collapse, for in the interval be¬ 
tween stages the ribs regenerated, fre¬ 
quently to such an extent that the final 
collapse was seriously compromised. 
Thi- handicap has been largely over¬ 
come by painting the cambium surface 
of the periosteum with caustics or fixa¬ 
tive-. a procedure which J developed in 



MUSCULAR GANGRENE OF APPENDICEAL ORIGIN 

REPORT OF A CASE 
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T HIS brief report of muscular gan¬ 
grene of appendiceal origin is in¬ 
teresting, owing to the infrequency 
of the condition. 1 have found no re¬ 
port of an analogous observation in the 
literature; however, this does not ex¬ 
clude the fact that other publications 
may have escaped my notice. 

REPORT OF CASE 

History A Maltese sailor debarked from 
his ship and entered my service on Feb. 4, 
1939, complaining of pain in the right flank, 
probably of appendicular origin It was 
difficult to obtain a history Examination 
revealed tenderness at Me Burney's point, 
slight sensitiveness with ill defined localiza¬ 
tion. There was no backache. The general 
condition was good The temperature was 
38.5 C. (101.3 F.), the pulse rate 100. The 
onset of the symptoms dated from several 
days previously. The urine showed no al¬ 
bumin, a trace of sugar and the presence of 
acetone bodies. An ice bag was applied As 
the temperature and pulse rate returned 
rapidly to normal, 1 decided to postpone 
operation 

Course On February 9 a blood count 
showed 5,370,000 red cclL and 11.000 white 
cells. A differential count revealed 79 per 
cent neutrophils, no basophils 1 per cent 
eosinophils and 20 per cent lymphocytes 
We decided to wait, because, as Desmarets 
has stated, rapid lowering of the leufcmyte 
curve and polynucleosis precede total disap¬ 
pearance of the focus b\ a considerable 
interval. 

On February 14. about midnight, the 
patient complained of sudden severe pain 
in the right flank He was given u hypo¬ 
dermic injection of morphine and passed a 
restless night. The pam was progressing. 
The next morning the condition was seri¬ 
ous, with contracture of the abdominal 
muscles and slight edema of the right scro¬ 
tum. The temperature was 3<*2 1 97 2 F) 
and the pulse rate 140 Perforation of the 
appendix was diagnosed, and the patient 
tvas sent to the operating ro«»m 


Operation ami Outcome, Before incision I 
noted edema of the scrotum and slight sub¬ 
cutaneous contracture and crepitation in the 
right flank. When the wound was incised 
there was an odor of gangrene. The color 
of the muscles was an admixture of a green¬ 
ish hue with that of gingerbread. There was 
no pus in the abdominal waif, and a small 
peritoneal incision showed a normal ab¬ 
dominal cavity. I placed two stitches in the 
wound, leaving it open, and administered 
antigangrene serum (100 cc.l. A specimen 
of muscle tissue was sent to the laboratory. 
The patient died twelve hours later. 

Autopsy Inspection showed areas of 
gangrene on the right half of the scrotum 
and a greenish color of the entire right flank. 
On opening the abdomen the organs were 
found to be normal. The terminal portion 
of the small intestine for about 30 cm was 
the size of the index finger; there were no 
adhesions. The cecum was completely ad¬ 
herent to the peritoneal wall On separa¬ 
tion a small retrocecal cavity was disclosed, 
containing a small amount of grayish pus 
and some gangrenous tissue. The appendix 
was not found. The cavity of the cecum 
was normal, and there was no perforation. 
Gangrenous infiltration of the muscles was 
observed. Culture of the muscle specimens 
showed Micrococcus foctidus and Bacillus 
ramosits 

COMMENT 

This observation is interesting be¬ 
cause of the benign course, interrupted 
with dramatic suddenness by a violent 
evolution. Though the appendix was 
not found at autopsy, it was thought 
that there was an infection of a retro¬ 
cecal appendix n ith diffusion of anaero¬ 
bic organisms through the intact peri¬ 
toneum and resulting gangrene. 

It was believed that an early opera¬ 
tion would not have altered the out¬ 
come. The benign course of the appen¬ 
dicular crisis and the differential lc 
koevte c 
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I think is important in reducing wound 
infection. 



Fir,. 2. Anterior incision#, with detail ot the in- 
fraclavicnlar incision. 

The first incision extends from the junction 
of the inner and middle thirds of the spine of 
the scapula upward and backward in the line 
of the fibers of the trapezius to the first dorsal 



spine. The fibers of the trapezius are split, 
and the muscle is dissected up on its under 
surface to expose the rhomboideus major. 
This, in turn, is split in the direction of its 
fibers, with exposure of the posterior segments 
of the upper three ribs. At this stage prac¬ 
tically the whole of the first rib, a large seg¬ 
ment of the second and a small segment of the 
third can be removed. At the same time one 
performs an extrafascial apicolvsis, following 
the apex of the lung down so that the apex lies 
on a level with the fourth rib posteriorly. The 
apicolvsis can be extended at the second stage 
if an exceptionally large cavity is present. 

The reason that one can gel only a small 
segment of the third rib is that the ribs slant 
downward at a relatively sharp angle as the}' 
go forward, so that the anterior end of the 
third rib comes to lie at a level with the angle 
of the scapula. Thus, unless one induces 
complete mobilization of the scapula, it is im¬ 
possible to get a long segment of the third rib 
at a single operation. At the second stage, 
however, after one has removed the fourth, 
fifth and sixth rib, directly in front of one arc 
the anterior segments of the second and third 
ribs, which can be resected nearly to the ster¬ 
num through the second incision. 

The second stage can be performed a few 
days later. A small incision is made below the 
clavicle in the direction of and just over the 
second rib. The fibers of the pectoralis major 
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MASTOSIS 
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R ECLUS, in 1833, described a dis¬ 
ease which he called cystic disease 
of the mammae and which he 
distinguished from the group of diseases 
of the breast. Some time later the at¬ 
tention of investigators was focused on 
certain pathologic conditions of the 
breast which cannot be classified as in¬ 
flammatory processes and neoplasms 
and which seem to he related to the 
plij'siologic alterations which take place, 
periodically, in the female breast, on the 
one hand, and to benign or malignant 
neoplasms, on the other. 

These pathologic conditions of the 
breast have been described hv different 
names, in accordance with the concep¬ 
tions of the various authors as to tiie 
inflammatory, neoplastic, malformativc 
or, rather, dysplnstic nature of the con¬ 
dition, which has been designated as 
fibrous mastitis, fibrocystic mastitis, 
diffuse adenoma of the breast, adeno¬ 
carcinoma and, more recently, cystic 
fibrosis, cystic fibro-adenomatosis and 
painful breast. 

However, as more cases of the con¬ 
dition have been reported, the most re¬ 
cent studies show a tendency to reunite 
the aforementioned disorders, which, 
although apparently distinct, arc noth¬ 
ing more than different aspects of the 
various phases of evolution of the dis¬ 
ease, in only a clinical form and a 
nongraphic classification. 

The progress of the clinical knowledge 
and histopathologic studies of the dis¬ 
ease made it possible to establish that 
the various histopathologic aspects of 
the mastosic mamma correspond to dif¬ 
ferent phases of a pathologic process of 
a productive and degenerating type 
which is in evolution and involves the 


connective and epithelial constituents of 
the breast, and that the disease should 
be classified as a dvsplastic degenera¬ 
tion. 

I have retained the name mastosis for 
these forms of dysplastic degeneration, 1 
I mean to indicate by this term the 
pathologic conditions of the breast 
which are characterized from the clin¬ 
ical point of view by painful nodular 
tumefaction of varying evolution, and 
from the anatomicopathologic point of 
view by the development of prolifera¬ 
tive degeneration of the various con¬ 
stituents of the breast, with final 
sclerosis of the connective tissue and 
formation of dilatation and cysts of the 
acini and tubules of the mammary 
gland. 

Recognition of this form as a patho¬ 
logic unity is of great importance not 
only for the knowledge of this disease, 
the study and scientific researches of 
which thus become simplified, hut also 
for the clarification that it brings in the 
fields of chronic mastitis and preneo¬ 
plastic disease of the breast. 

The etiology of mastosis is now 
clearer. The attention of investigators 
was focused for a long time on the endo¬ 
crine ovarian factor as the cause of 
Rcclus' disease (Rosenberg, Miller, 
Lazzarini). The researches carried on 
during the last few years on the correla¬ 
tions between ovarian functions and tbe 
breast, especially through the tlialamo- 
cnccphalohypophysiai system, are well 
known. 

The studies done on the mammae of 
women at different periods of life, in 
search for cystic formation, have shown 
the frequency of the condition CA<kn- 
nazy). Researches more recently done 
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SUMARIO 

Toracoplastia extra pleural 

La historia del tratamiento por 
colapso es revisada. Una modification 
de la operacion de la toracoplastia ex¬ 
trapleural es descrita en la cual la 
longitud necesaria de las costillas son 
extraidas a travez de pequenas y mul¬ 
tiples incisiones por separation mus¬ 
cular. En el primer tiempo una apico- 
lisis extrafascial puede ser heclia. 

La reaction post-operativa es mini¬ 
ma ; el colapso se produce gradualmenle, 
y los musculos del cinturon del hombro 
(trapecio, romboideo) no son cortados. 
La operacion puede usarse en personas 
de edad madura y aquellos con consti¬ 
tution muy pobre con un margen mayor 
de seguridad que en la operacion 
convencional i la incidcucia de bei idas 
infectadas es mucho menor. 


RIASSUNTO 

La toracoplastia extraplcurica 

Vicnc descritta una modificazione 
della toracoplastia extrapleurica, in cui 
la remozione delle costo avviene attra- 
verso multiple, piccole incisioni sep- 
aranti le fibre muscolari senza lederle. 
Nel primo tempo, una apicolosi extra- 
fasciale vicnc eseguita. 

Le reazione postoperatoria c minima. 
11 collasso si effettua gradualmente, e i 
muscoli della cintura scapolare non sono 
lesi. .L’operazione puo cssere usata 
negli adulti e nei casi pin seri, con un 
marginc di sicurezza maggiore. che 
nciroperazione convenzionale. L’inci- 
denza di infezioni della ferita c molto 
minore. 


Prof Raoul Bensaude, gastroenterologist of 
France, died several months ago. 

Prof. Alfred Stengel, clinician at the Univer¬ 
sity of Pennsylvania, died in April. 

Prof. Alfred Lu^T»f Vienna d.ed recently 
of a brain tumor. 

Prof. Victor Pachon, of Bordeaux, ha* died. 


Prof. Andrea Ferrannini, for many years di¬ 
recting editor of La riforma mcdica (Naples), 
died in February 1939. 

Prof. C F. Rasch, Danish dermatologist, died 
in 193S, aged 77. He held the chair of derma¬ 
tology in Copenhagen, and was a collector of 
copper prints and medical medals. 
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tration of large doses of folliculin in oil, 
rapid!)' _ developed bilateral mastosis. 
which disappeared on discontinuation of 
the treatment. 


tosis in the postpuheral and prc- 
ciimacteric periods, when there is a 
physiologic hyperthyroidism, is another 
factor that strengthens the pathogenetic 



Fic. 2. View of mass of a breast with mastosis. Notable is the complex picture of the lesions, ivhicli 
are not limited to a single t>pc, hut are simple, cystic or papillomatous. Near tubules, in the course of 
epithelial proliferation and in a state oi slight dilatation, are seen large cysts coicred with pale epithelium 
or svith formations which resemble papillae The pathologic uniqueness of mastosis is tfemonstrated. 


Further observations showed associa¬ 
tion of ovarian and thyroid dysfunctions 
in patients suffering front mastosis. 
The majority of such patients are 
women of a labile nervous constitution, 
thin and emotional, who frequently have 
tremors, accessional tachycardia, free 
defecation, great differences between 
the maximal and minimal arterial pres¬ 
sures, with or without enlargement of 
the thyroid, and, in some cases, increase 
of the basal metabolic rate. The afore¬ 
mentioned disorders, as well as the mas- 
tosic changes, disappear after folliculin- 
antithyroiditi treatment. 

The frequency of appearance of mas- 


theory just stated. 

In mastosis the functional alterations 
of the thyroid arc related to simple hy¬ 
perthyroidism and not to dysfunction 
of a basedowian type. A true thalamo- 
enccphalohypophysial dysfunction does 
not exist. These statements are proved 
by the fact that, even if one has in mind 
the cases of mastosis in patients suffer¬ 
ing from exophthalmic goiter, the 
classic Jdesemburg triad and the in¬ 
crease of the basal metabolism, which 
are characteristic symptoms of exoph¬ 
thalmic goiter, do not exist in the great 
majority of patients suffering from 
mastosis. These symptoms, which can- 
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intervention in a patient who had been 
admitted to the hospital five days after 
the onset of the symptoms. 

Mondor has called attention to the 
silent evolution of retrocecal pyogaseous 
abscesses, but usually the cecum yields, 
and in such instances one finds diffuse 
peritonitis. In the case just reported 
the peritoneum was resistant, but the 
septic process spread in the retroperi¬ 
toneal cellular tissues and into the ab¬ 
dominal musculature. 


SUMMARY 

A case of muscular gangrene in a 
patient with appendicitis is reported. 
The clinical course, while benign, was 
attended by a sudden flare-up of symp¬ 
toms. Operation showed a normal ab¬ 
dominal cavity. Autopsy revealed sep¬ 
tic spread in the retroperitoneal cellular 
tissues and abdominal muscles. 


RESUME 

Gangrene muscnlairc d’originc 
appcndicitlairc 

Uauteur rapporte un cas de gangrene 
musculaire accompagnant une appendi- 
cite. Le cas. au debut benign, soudaine- 
nient eut une aggravation aigue et grave 
des svmptomes. L operation montra une 
cavite abdominale normale. L autopsie 
revela une infection intcressant le tissu 
cellulaire retroperitoneal et les muscles 
abdominaux. 


ZUSAMMENFASSUNG 

Muskel-Gangrdn ausgelwnd von ciner 
A ppcndicitis 

Es wird von einem Fall von Muskel- 
Gangran in einem Patienten mit Appen¬ 
dicitis berichtet. Der klinische Yerlauf 
war zwar gutartig, war aber begleitet 
von einem plotzlichen Auftretcn von 
Symptomen. Die Operation zeigte einc 
normale Bauchhohle. Walt rend der 
Autopsie fand man eine septische Aus- 
breitung des Processes in dem retro- 
peritonealen Zellgewebe und in den 
Bauchmuskeln. 

SUMARIO 

Gangrcna muscular dc origen 
apcndicular 

Un caso de gangrcna muscular en un 
enfermo con apendicitis es reportado. 
El curso clinico, aunque benigno, fue 
acompanado por un brote sintomatico 
repentino. La operacion demostro una 
cavidad abdominal normal. La autopsia 
revelo una difucion scptica del tejido 
celular retroperitoneal v los musculos 
abdominales. 

RIASSUNTO 

Gangrcna muscolarc da appcndicitc 

Viene riportato un caso di gangrcna 
muscolarc in un malato d’appendicite. 
L'andamento benigno del caso fu inter¬ 
rot to da un improvise risveglio della 
sintomatologia. All’atto operatorio la 
cavita addontinale si dimostrb normale. 
AlFautopsia i tessuti cellulari retro¬ 
peritoneal! e i muscoli addominali 
mostrarone infiltrazione settica. 
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function may occur under the aspect of 
simple hyperthyroidism (which is most 
frequently the case) or as true dysthy- 
roidism of a basedowian type, such as 
appears in the course of mastosis com¬ 
plicating - exophthalmic goiter. 

The association of ovarian and thy¬ 
roid endocrine dysfunction is necessary 
for the origin of mastosis. This fact 
explains why not all the form- of hyper¬ 
thyroidism or all the ca-es of exoph¬ 
thalmic goiter are associated with mas¬ 
tosis and why not all endocrine ovarian 
dysfunctions induce disturbances of the 
breast. 

DIA<<NOSI<V 

The diagnosis of mastosis is simple, 
as it is based on tin clinical and 
anatomicopnthologic characters of the 
disease described in the definition of the 
word mastosis. 

The disease develops m women of 
postpubertal or preclimacteric age or in 
those who have recently suffered from 
some disease of the genital organs. The 
majority of the patients are of the longi- 
iiueal type and lean. The development 
and ercctness of their breasts are in con¬ 
trast with their types. They arc emo¬ 
tional, restless and sensitive. The sex¬ 
ual functions may be altered: The 
patients have a moderate sexual appe¬ 
tite or are frigid. 

Frequently the ovarian disorders are 
associated with partial or total enlarge¬ 
ment of the thyroid, which sometimes is 
transient and appears a few days before 
development of the acute symptoms of 
the breast. Symptoms of slight hyper¬ 
thyroidism, such as tremors and tachy¬ 
cardia, are frequent. The presence of 
thyroid disturbances must be ascer¬ 
tained with care, as the symptoms may 
be so slight as to be overlooked. 

An oscillating evolution, with ag¬ 
gravations before and during menstrua¬ 
tion, the frequency of bilateral involve¬ 
ment and the tendency of the disease to 
involve the entire gland (even in the 


unilateral form) are characters of diag¬ 
nostic value. 

In making a diagnosis it is advisable 
to keep in mind that mastosis may ap¬ 
pear under different aspects in accor¬ 
dance with its evolutional phase. The 
classic aspect of Rcclus’ disease, at the 
terminal phase, is shown by the breast, 
with irregular enlargement due to the 
presence of disseminated multiple cysts, 
which simulates a small hag containing 
shot. This aspect occurs rarely. Fre¬ 
quently the breast shows the presence 
of painful nodules and of multiple in¬ 
durations of restricted mobility and 
without precise limits. 

The lack of adhesion of the gland to 
the skin, the absence of retraction of 
the nipples, and the painful sensibility 
of the tumefaction to palpation, even if 
gently done, are all characters of great 
importance for the differential diagnosis. 

The clinical differentiation from 
nodular cancer of the breast is simple 
in diffuse forms. In mastosis with only 
one nodule, cancer is differentiated by 
its adhesion to the skin, the retraction 
of the nipple and the special hardness 
of the tumor. In cases in which the 
diagnosis is doubtful, owing to the age 
of the patient or to special aspects of 
the breast, and, also, when transforma¬ 
tion of a ninstosic nodule into cancer is 
suspected, it is advisable to perforin a 
biopsy and have a histologic study made 
by a competent physician, as soon as 
possible. 

The presence of enlarged lymph 
nodes, which can be palpated in the 
axilla, docs not represent a differential 
character of cancer of the breast. They 
may be absent in cases of epithelioma, 
and they may he present in mastosis. 
Their presence has no more value than 
that of an cpiphcnoinenon. 

Roentgen examination of the breast 
is of diagnostic value. Large ninstosic 
cysts show as transparent spots with 
well delimited contours in the roent¬ 
genograms. The ninstosic nodule 
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on the breasts of elderly women showed, it was found that: (a) in the majority 
in confirmation of previous reports, that of cases the first disturbance involves 
there is an analogy between mastosis the ovarian function; (b) the symptoms 



and senile involution of the breast 

(Gatta). . , . 

Studies on endocrinology have 
pointed out the relations between ova¬ 
rian and thyroid functions and the 
influence of the thalamo-encephalohypo- 
physial system in regulating the hor¬ 
mones of endocrine glands, especialh 
the thyroid, gonadal, adrenal and 

cortical'hormones. 

4s I observed in many cases ot mas¬ 
tosis that a more or less evident dysfunc¬ 
tion of the ovary, especially with disor¬ 
ders of the folliculin-lutem equilibrium, 
was associated with an alteration (even 
if transient) of the thyroid function I 
concluded that in the pathogens s ® f 
mastosis the hormomc folhcuhn-hitein 
disequilibrium plays a part m as. * 
lion with a dvsfunction of thcth>ro,l 

In fact, in a course ot studies made 
on a -roup of fifty-three patients, suih 
histologic studies in twenty-five ease.-. 


of the breast appear after those of 
thyroid dysfunction; (c) folliculin or 
antithyroidin administered alone is in¬ 
sufficient to induce regression of mas¬ 
tosis, but this regression takes place 
when these hormones are administered 
together. 

It has been observed that alterations 
of sexual functions and mammary dis¬ 
turbances are frequent in women suffer¬ 
ing from exophthalmic goiter ( Kocher, 
Griffith, Lazzarini and Frassi). Dif¬ 
ferent interpretations have been given 
to those disorders which arc etiologically 
related to the presence of associated 
thvroid and ovarian dvsendocrinism. 

Frassi and 1 reported cases of mas¬ 
tosis complicating exophthalmic goiter; 
the patients recovered after medical or 
surgical treatment for goiter. 1 also 
presented at the congress of the Italian 
Society of Surgeons in 1937 a woman 
who, shortly after parenteral adminis- 
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Iversen, Lazzarini and Coggij. How- improvement of the emotional state of 
ever, failures of the treatment and re- the patients, who appear more tranquil, 
currences have been reported, although The feeling of anxiety and also the 



Fig. 5. Diagram ilhi^traltnc tht comnlex action of antithyrotdin and foHiculin on the thyroid-ovarian 
function and on the nia?to-»c change-? oi the breast. 


great improvement of the disease and 
even complete recovery have been at¬ 
tained with the treatment in many cases. 
Great aggravation of the disease has 
been reported in some cases from the 
use of folliculin administered alone 
(Dahl-Iversen, Cutler). The unrelia¬ 
bility of this therapeutic method has 
been proved by me, although I have 
obtained permanent recoveries in cer¬ 
tain cases, especially in the early de¬ 
velopment of the disease in young 
women. 

In the early forms, when the dysfunc¬ 
tion of the thyroid and ovary is slight, 
satisfactory results can be attained bv 
administration of only one hormone, 
which corrects only the thyroid dysfunc¬ 
tion, such as the antithyroid scrum 
which I use or diiodo-lyrosine (fia- 
jam'ne) which is used hy 1‘ rassi. 

The earliest result of the combined 
folliculin-antitlivroidin treatment is the 


tremor and tachycardia, if present, dis¬ 
appear. Simultaneously the condition 
of the breast improves: Hardness di¬ 
minishes, the nodules decrease in size 
and disappear, and pain stops. 

The general condition of the patients 
rapidly improves; they gain weight, the 
ovarian function is well balanced, men¬ 
struation is more regular, dysmenorrhea 
is relieved, and in some cases certain 
forms of intractable leukorrhca dis¬ 
appear. 

The mechanism hy which the com¬ 
bined folliculin and antithyroidin treat¬ 
ment acts on rnnstosis, as well ns the 
action of ovarian and thyroid hormones 
on the breast and the reciprocal influ¬ 
ences between the thyroid and the 
ovaries, with or without interference of 
the thalamo-cnccphaloIT- vsint sys¬ 
tem, is complicated. 

In these cases, in : i- 

istratiou of onlv one In 
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not be induced by the administration of 
simple thyroxin, are induced by the ad¬ 
ministration of thyreo-stimuline, which 
acts not only on the thyroids, but also 
on the hypothalamic centers, by induc¬ 
ing neurocrinia. 


diseases of endocrinopathic origin, such 
as exophthalmic goiter, acromegaly and 
scleroderma. 

It must be admitted, moreover, that 
the participation of the thalamo-en- 
cephalohypophvsial system in the palho- 



Fig. 3. Markedly increased pale epithelium. The state of vacuolar and lipoid degeneration of the cells 
is observable; these have the appearance of syncytial ceils. This picture shows the ultimate evolution of the 
mastosic process evidenced in degeneration of the mobile elements of the mammary gland. 


The frequent unilaterality of the 
symptoms of mastosis is not a sufficient 
argument for placing the bilateral 
forms, including Reclus' cystic disease, 
on different pathogenetic grounds or, 
rather, for admitting the role of a 
thalamo-encephalic factor, with exclu¬ 
sion of the endocrine factor in the 
pathogenesis. The most plausible the¬ 
ory is that there is unilateral sensibility 
or predisposition of the mammae at the 
time when the thyroid-ovarian dysfunc¬ 
tion acts, which results in a selective 
action on the mamma. The mechanism 
is analogous to that by which unilateral 
symptoms appear in the course of other 


genesis of mastosis is limited to the 
regulation of the hormones, although 
the latter, under certain conditions, may 
be altered by modified stimulations of 
the folliculin-Iutein disequilibrium, that 
is, by alterations of the ovarian function, 
which can be modified by various con¬ 
comitant causes. 

As I have stated in previous articles, 1 
the main pathogenetic factor of mastosis 
is an associated endocrine dysfunction 
of the ovaries and the thyroid. The 
most evident, and in many cases the 
earliest, dysfunction of the ovaries 
shows in disturbances of the folliculin- 
Iutein equilibrium. The thyroid dys- 



DIFFERENTIATION BETWEEN PARIETAL AND 
VISCERAL PAIN IN SURGICAL DIAGNOSIS* 
WILLIAM BATES. M.D., F.A.C.S., F.I.C.S. 

rmivADELPHTA 


W HILE I was a student the 
method of examining the ab¬ 
domen was outlined to niv 
class. Tenderness found in various 
locations was supposed to mean certain 
visceral disturbances. Unfortunately, 
examination of an abdomen today may 
not give me such a clear picture as I 
was led to believe could be elicited. The 
reason for this confusion at the end of 
an examination today is because I have 
become fully conscious of the fact that 
there is between no examining finger 
and the underlying usceia or organ, 
whether abdomen, head. neck, chest or 
extremities, the covering liners of the 
body which arc subject to pun and ten¬ 
derness themselves. In order to simplify 
this discussion I shall limit myself for 
the moment to the abdomen. As one 
palpates the abdomen m order to make 
a differentiation between a medical and 
a surgical diagnosis 01 to account tor 
the subjective complaint of pain, it is 
hard not to think constantly of the 
viscera under one's fingers rather than 
of the intervening abdominal wall. A 
conservative estimate of abdominal 
pain, I believe, would show that at least 
50 per cent of the patients have pain 
in the abdominal wall and not in the 
viscera. 

When the late Dr. Carnctt tried to 
clarify this pain he referred to it as 
intercostal neuralgia. This term im¬ 
mediately attracted attention to the 
chest wall, for it seems hard to remem¬ 
ber that the seventh, eighth, ninth, 
tenth, eleventh and twelfth thoracic and 
first dorsal nerves all end on the ab¬ 
dominal wall. Since that time I have 
tried to change the name to parietal 


neuralgia, because what is true of the 
abdominal wall in reference to ab¬ 
dominal viscera is true of the whole 
body covering from head to foot. 

The pathologic cause for the pain and 
tenderness inherent in the surface cov¬ 
ering is best shown by the distribution 
of the spinal nerves "to the abdominal 
wall. As the spinal nerve emerges there 
are a posterior branch given off to the 
back, and an anterior portion, which 
divides to supply three different levels. 
The superficial branch supplies the skin 
and subcutaneous fat. The median 
branch supplies the muscle and fascia, 
and the deep branch supplies the peri¬ 
toneum and the prepcritoncal fat. Ten¬ 
derness may he in any one, any two, or 
all three of these branches. As one 
starts to examine an abdomen and finds 
that the mere touch of the finger causes 
the patient to complain of tenderness, 
one must establish some standard of 
how much pain the patient can stand. 
For this purpose the superficial tissues 
over the lower end of the ulna are 
grasped between the thumb and index 
finger and pinched until the patient 
show s displeasure. The amount of force 
used should lie that tolerated any other 
place on the body. Therefore, if less 
pressure causes tenderness, the area is 
hypersensitive. To determine this sen¬ 
sitiveness one picks tip a liberal fold of 
abdominal skin and fat and pinches only 
until it hurts. One docs not attempt to 
punish the patient. In 5 per cent of 
cases of parietal neuralgia this super¬ 
ficial layer may not he tender. One 
then pokes (he abdominal wall with a 
stiff index finger; frequently if the 
muscle slack is taken tip by pressing in 
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shows as a shadow with well delimited 
contours. The cancerous nodule shows 
as an opaque shadow of evanescent con¬ 
tours. Mammary adenofibroma and 





Fig. 4. Roentgen appearance of a breast with 
numerous cysts (fl). 

fibro-adenoma are more mobile than 
mastosic nodules, and their contours are 
more precise than those of the tumors. 
They are painless and are not tender to 
palpation. 

The differential diagnosis between 
mastosis and lipophagic granuloma of 
the breast is simple. There is a history 
of trauma or of injection of lipovaccine 
or of paraffin in almost all cases of 
lipophagic granuloma. The tumor in¬ 
volves the subcutaneous tissues of the 
breast and adheres to the skin. Women 
suffering from lipophagic granuloma 
are generally obese and of a peaceful 
character, whereas those suffering from 
mastosis are lean and fretful. 

Galactocele is more rare and painful 
than mastosis. It develops in nursing 
women. The inflammation is more in¬ 
tense than that of mastosis. 

Tuberculosis of the breast, specially 
with disseminated nodules, gives the 
breast a nodular character. On palpa¬ 
tion the nodules are similar to those of 
mastosis. The differential diagnosis is 
made by the rarity of tuberculosis in 
comparison to mastosis. the possible co¬ 
existence of pulmonary tuberculosis, the 
more intense dulness of tuberculosis 
nodules, the frequent presence of axil¬ 
lary adenopathy, retraction of the nip¬ 
ples. adhesion of the tuberculous 


nodules to the skin and. especially, the 
absence of endocrine ovarian and thy¬ 
roid disturbances, which are character¬ 
istic of mastosis. 

Nodular syphilis of the breast may 
also be a cause of diagnostic mistakes. 
Syphilis of the breast is rare. The diag¬ 
nosis is made by the coexistence of other 
symptoms of syphilis and by the sero¬ 
logic tests. 

TREATMENT 

The surgical treatment of mastosis, 
which in the near past was justified by 
insufficient knowledge of its origin, the 
impossibility of controlling its evolu¬ 
tion and the observation of transforma¬ 
tion into malignant neoplasms, has lost 
its aggressive and destructive character. 
The indications for surgical interven¬ 
tion are now few and well defined, and 
operations arc not destructive. 

Young girls and women in the prime 
of life need no longer be subjected to 
mutilation of one or both breasts. Sur¬ 
gical intervention, if indicated because 
of the presence of persistent large mas- 
losic nodules, will consist in removing 
the mammary lobe which is most in¬ 
volved in the pathologic process through 
an economical and esthetic wound. 

Amputation of the breast followed by 
dissection of the axillary space is justi¬ 
fied only in cases of obvious mastosis 
with malignant transformation. 

The present knowledge of the patho¬ 
genesis of the disease and the results of 
studies on endocrinopathy and hormonal 
therapy indicate that mastosis should be 
treated by opotherapy, and only if this 
fails should surgical treatment be re¬ 
sorted to. 

As I have stated in previous articles, 
the hormonal treatment is directed to¬ 
ward reestablishing the equilibrium of 
the ovarian functions and controlling 
the thyroid dysfunction. 

Folliculin has been successfully used 
in controlling the ovarian dysfunction 
(Cutler, Gabrielianz and Taylor, Dahl- 
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pupil, there is no danger in the pro¬ 
cedure. 

In bimanual vaginal examination, for 
instance, the patient is frequently ad¬ 
vised to have general anesthesia to make 
possible a better examination. Fre¬ 
quently the cause of this is tenderness 
elicited by the hand on the abdomen. 
Injecting both sides of the ahdomen as 
I described for differentiation for ap¬ 
pendicitis frequently permits a much 
more satisfactory and conclusive bi¬ 
manual examination. 

Sometimes decision to operate is 
based on bone tenderness, yet if the 
Overlying soft tissues are pinched it will 
be found that the tenderness is super¬ 
ficial. I have prevented a mastoid oper¬ 
ation on this evidence without dire re¬ 
sult to the patient, fn severe headache, 
if a certain area of tenderness can be 
detected on the back of the skull or in 
the posterior cervical region, an injec¬ 
tion can be given and the patient re¬ 
lieved. This injection, except in rare 
cases, affords only temporary relief and 
aids only in differential diagnosis; yet 
how comforting it is to the patient 
to have relief of pam while the cause of 
it is being sought 1 

Among the causes found for parietal 
neuralgia are trauma, toxi foci (par¬ 
ticularly in the nose and throat), pos¬ 
tural defects, any combination of the 
aforementioned three factors, endocrine 
imbalance, spinal arthritis and metatas- 
tic malignant conditions of the spine. 

The treatment of the condition is 
elimination of the cause, as in any cither 
curative problem. 

I have not tried to present a new dis¬ 
ease, a new treatment or a new technic, 
hut have tried to emphasize that between 
tlie examining finger and the organ 
underneath there is a nerve-hearing 
layer of tissue which must he considered 
in making a differential diagnosis. 


SUMMARY 

There is a marked similarity between 
visceral pain and parietal pain, whether 
involving tlie abdomen, clicst, head or 
extremities. Differential tests between 
the two are detailed which have been 
found useful in making surgical diag¬ 
nosis as well as in preventing unneces¬ 
sary surgical intervention. 

The use of novocain is intended for 
differential diagnosis but lias frequently 
given rather lasting relief. By tiiat is 
meant that the cycle of pain is broken. 

Tlie errors eliminated by differential 
diagnosis are not only wrong operative 
diagnosis hut frequently errors classified 
as operative failure. 

The use of novocain for differential 
diagnosis does not endanger the patient 
as much as a hypodermic injection of 
morphine might. 

RfiSUM £ 

I.a Doulcur Parictalc ct I'isccralr 
dans Ic Diagnostic Chirurgical 

II v a line resemblance frappante 
entre la douleur viscerale ct la doulcur 
parictalc, qu'il s'agissc dc 1’atidoinen, de 
la poitrinc, de la tele on dcs extremites. 
Dcs epreuves diffcrcnticllcs snnt de- 
crites mimitieusemcnt. Files sont utiles 
pour etablir un diagnostic chirurgical 
ct pour prevenir des interventions 
inulilcs. I.’emploi dc novocainc nuquel 
on avait cu rceours pour priiciscr un 
diagnostic a frcquemineiU etc suivi d‘un 
soulagement ii pen pres complet. I.c 
cycle dc la doulcur a etc lirisc par ce 
procede. I.c diagnostic differentiel 
elimine un faux diagnostic operatoirc 
ct aussi souvent des erreurs diagnos- 
tiquees insticces operatoirc. l.Vniph'i 
dc la novocame pour lc diagnostic dif- 
fercnticl ciUrntne tnoins dc danger que 
l’injeclion sous-cutanec de morphine. 




RIB AND VERTEBRAL ANOMALIES 

PATHOLOGIC IMPORTANCE IN INJURIES OF THE KIDNEYS* 

WALDEMAR E COUTTS, II.D. 

SANTI too. CHILD 


T HE form of injury, without an ex¬ 
ternal wound, which produces rup¬ 
ture of the kidney may be a direct 
blotv over the lower rib or on the loin 
or an indirect injury such as a fall from 
a certain height on the buttocks or 
forcible acute flexion of the body with 
intense muscular exertion. According 
to almost all anatomists and clinicians, 
the kidney is well protected by the lower 
ribs and spinal muscles; therefore in¬ 
juries to this organ are comparatively 
rare. This fact is true when the kidney 
occupies its normal position and when 
the skeletal parts in relation to it are 
normally developed. 

During the past few years my asso¬ 
ciates and I 1 have studied the pathologic 
changes of so-called renal ribs and ver¬ 
tebrae, some of which have already been 
pointed out by various authors. 

ANOMALIES OF RIBS 
The twelfth rib is undoubtedly the 
renal rib. Radiologic anatomy has 
taught that in normal subjects it crosses 
either the upper pole of the kidney or 
it crosses the middle third and prac¬ 
tically divides the renal pelvis in two. 
The larger the number of x-ray plates 
one examines the greater the varieties 
and changes one will note in this bony 
structure. While it preserves its arcuate 
structure, one will find short or long 
twelfth ribs alternating on one or both 
sides. The short type has a tendency 
to lose its inclination downward and be¬ 
come horizontal, in some cases its distal 
extremity almost coming in contact with 
the body of the eleventh rib. 

* From live Clinical Hospital Urotosic Clime, 


ANOMALIES OF VERTEBRAE 

True variations in number of lumbar 
vertebrae have been reported by various 
authors. Congenital absence of one or 
several of them is exceptional. A true 
supernumerary lumbar vertebra, demon¬ 
strated by a total x-ray count of the ver¬ 
tebral column, is more frequent. 

According to onr observations as 
registered by aortograms, there arc two 
types of interpositions: a cephalic, or 
dorsolumbar, and a caudal, or lumbo¬ 
sacral. In tile first form the renal 
arteries rise lower down from the aorta. 
The primitive plan of organic distribu¬ 
tion is not presented; the renal vertebrae 
in this case are represented by only the 
first three lumbar ones. In the second 
type the kidneys have not changed their 
superior relations; the only difference is 
a longer distance from the inferior poles 
to the iliac crest. The ureters are longer, 
as can he proved by pyclograms. 

MUSCLES AND LIGAMENTS 

The posterior muscular relations of 
the kidneys are the diaphragm, and the 
anterior layer of the transvcrsalis apo¬ 
neurosis which separates it from the 
quadrants Imnbonun muscle. The psoas 
muscle is also related to a small part at 
its lower pole. noth the quadrants 
muscle and the psoas muscle have su¬ 
perior connections with the twelfth nh. 
When it is absent or extremely short the 
muscle fibers insert themselves prin¬ 
cipally along the lower border of the 
eleventh rib. In cases of agenesis or 
shortness of the twelfth rib the costo¬ 
vertebral ..ligament ' is : ■If on the 
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with the finder, tenderness is elicited, 
which may he interpreted as being 
visceral. 

With the finders it is impossible to 
differentiate between the median and the 
deep layers. When the parieties have 
been found tender to touch, it is many 
times impossible to tell how much of 
that tenderness is in these and how 
much in the underlying viscera. If the 
Hcad-MacKcnzie theory of referred 
pain were correct, the confusion would 
be still "renter, but of course that theory 
cannot be substantiated. 

When examining the abdomen, if 
there are no tenderness on pinching and 
no evidence of parietal tenderness, the 
next step of the examination is an inter¬ 
esting and. to me. a valuable one in dif¬ 
ferentia! diagnosis. The patient is told 
to tense the abdominal wall by raising 
both feet with the knees straight, or by 
blowing out the abdomen, and one again 
presses over the area where the patient 
complained of tenderness. If all ten¬ 
derness has now disappeared, one feels 
convinced that the underlying viscera 
now protected by the overlying muscle 
i< the seat of tenderness. 

Itt the case of the right lower 
quadrant. this differentiation has caused 
me to decide to operate even though 
sonic of the other cardinal symptoms of 
appendicitis were conspicuous by their 
absence. In case* in which parietal 
tenderness is present, tightening of the 
abdominal wall and then palpation still 
reveal tenderness but tell nothing as to 
what might be underneath. This hurdle 
is overcome by blocking off the nerve 
sut'ply to that part of the abdominal 
u nil tmder suspicion by the use of 
>v< •cain. 

In the right lower quadrant this 
blocking off i- rather -imple. The ilio¬ 
inguinal and ilio:npogn-tric nerve" can 
• ’ ..—.ted under the fa-cia of the ex- 
.1 -.Vmue mu-cle 1 inch f 2 54 cm. > 
::: w :.nter*c iliac spine 

• • v'.e uuff'ilicus. It. e cubic 


centimeters of 2 per cent novocain de¬ 
posited here will in a few minutes desen¬ 
sitize the area supplied by the twelfth 
dorsal and first lumbar nerves, which 
includes the belly wall overlying Mc- 
Bnrney's area. An area above parallel 
to Poupart's ligament and one below 7 
also parallel to Poupart’s ligament on 
the thigh, one high tip on the inner as¬ 
pect of the thigh and another in the 
gluteal region from the crest of the iliac, 
hones down to the level of the greater 
trochanter from the sacroiliac joint lines 
to the midaxillarv lines. 

Fortunately the viscera arc not sup¬ 
plied by these spinal nerves, and desen¬ 
sitizing the covering tissues does not 
mask any tenderness in the viscus. As 
a matter of fact, when the belly wall 
is desensitized a degree of protective¬ 
ness is removed from the underlying 
viscera, and if they are diseased tender¬ 
ness is elicited more readily than before 
the injection. With the belly wall de¬ 
sensitized. palpation is again made with 
the abdominal wall relaxed. If all ten- 
dentes'; has disappeared, the former 
tenderness was in the anterior portion 
nf the abdominal walk If tenderness 

ill exists on palpation the viscus under¬ 
neath is at fault, and if the abdominal 
wall is tightened pressure should not 
elicit tenderness. 

It is unfortunate that one cannot dif¬ 
ferentiate between visceral and parietal 
tenderness merely by tightening the ab¬ 
dominal wall, hut in cases in which the 
muscle tightness prevents all tenderness 
from being elicited the deep branch to 
the peritoneum and peritoneal fat is 
protected by the tight muscles as well 
a" the visat". Therefore this branch 
has t,» be dw-ensitized to permit a proper 
conclusion. 

The U'v of novocain in making dif¬ 
ferential diagnosis adds less than five 
minute" to the examination, and unless 
the patient -h<iW" "igns of idiosyncrasy 
to novocain bv having a widclv dilated 
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SUMARIO 

Anoilwlias vertebrates y d, his t ,’ttdlas 
en lesioncs de! , mod 

En rupturas trauinatu..\« d<-i nfi'>n cl 
aumento de tamano do hi- areas nn 
protegidas de la siiperficiv p'-stermr del 
rinon y la debilidad de l,i dcfeu«a mus¬ 
cular debido a las anoiualias de las 
costillas del area renal y de las vertebras 
son factores de gran impurtancia. En 
tin aspecto medico, leyes de acridente del 
trabajo y escala de compensacion deben 
de tener en cuenta esta condition. 


RIASSUNTO 

Anoutalic costali c vcrfcbrali tici 
trainiii renali 

Xella rottura traumatica del renc, 
1'aumento di volume della faccia posteri- 
ore de tpicsto orgatto c la debolezza della 
difesa nntscolarc. dovuta ad anomalie 
delle costc o delle vertebre, sono di 
grande important^. Da un punto di 
visto niedico-legale, specialmente negli 
accidcnti di lavoro, qttesli fattnri vanno 
considerati. 


Prof. Johannes Lange, ordinarius in psychiatry 
at Breslau, died at the age of 47. He was a 
pupil of Kraepchn. was particularly interested 
in cerebral pathology and genetic research and 
was the author of "Crime as Destiny.” 


Dr. William C. Hunsickcr, Director of Public 
Health of Philadelphia, clinical professor of 
urology at Hahnemann Medical College and Hos¬ 
pital of Philadelphia, and Senator of the Penn¬ 
sylvania State Legislature for many years, died 
January 10, aged 65. 


Sir Colin MacKcnzic, M-D. (Melbourne), 
F.R.C.S. (Edinburgh), F.R.S, (Edinburgh), 
founder ami first director of the Australian In¬ 
stitute of Anatomy at Canberra, ha’s died. He 
was noted for his early studies on the organism 
of syphilis and especially for his researches in 
orthopedics. He was the author nf “The Action 
of Muscles, Including Muscle Rest and Muscle 
Reeducation" and was well known as a collector 
of Australian anatomic faunal specimens 
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ZUSAMMENFASSUNG 

Parietal und visseral Schmers in 
chintrgischer Diagiioscstcllung 

Es besteht eine ausgepragte Ueber- 
einstimmung zwischen viszeralem und 
parietalem Schmerz, ob es sich ini 
Bauch-, Brust-, Kopf- oder Extremi- 
tatenaffektionen handelt. Dift'erential- 
diagnostische Hilfsmittel zur Unter- 
scheidung zwischen beiden sind 
beschrieben, die sich sowohl beim 
Stellen einer chirurgiscben Diagnose 
als auch zur V erhtitung unnotiger 
chirurgischer Eingrift'e als nutzlich 
enviesen haben. 

Der Gebrauch von Novokam ist fur 
differentialdiagnostische Zwecke ge- 
dacht, gibt aber haufig langer an- 
haltende Besserung der Beschwerden. 
Dabei ist gemeint, dass die “Schmerz- 
kette” unterbrochen ist. Die Irrtiimer, 
die bei disen differentialdiagnostischen 
Erwagungen ausgesclialtet werden, 
bringen nicht nur falscbe chirurgische 
Indikationsstellung, sondern haufig 
auch sogenannte Operationsmisserfolge 
mit sich. Die Anwendung von Novo- 
kain zu differentialdiagnostischen 
Zwecken gefahrdet den Patienten 
iveniger als subkutane Injection von 
Morphin. 

SUMARIO 

Diferenciacion entre el dolor parietal 
y viccral para llegar a un 
diagnostico quirurgico 

Hay una marcada similaridad entre 
dolor viceral y parietal, cuando envuel- 
ven el abdomen, pecho. cabeza 6 extre- 


midades. Pruebas para el diagnostico 
diferencial entre los dos estan detalladas 
las cuales han sido halladas utiles al 
hacer diagnosticos quirurgicos asi como 
tambien para prevenir operaciones 
quirurgicas sin necesidad. El uso de 
novocaina es intentado para el diagnos¬ 
tico diferencial, pero con frecuencia ha 
dado alivio largo. Con esto se quiere 
decir que el ciclo del dolor esta roto. 
Los errores eliminados por el diagnos¬ 
tico diferencial no son solamente 
equivocaciones del diagnostico operativo 
sino frecuentemente errores clasificados 
como fracasos quirurgicos. El uso de 
novocaina para el diagnostico diferen¬ 
cial no pone el enfermo en peligro tanto 
como una inyeccion de morfina puede 
ponerlo. 

RIASSUNTO 

Dolore viscerate e periferico nelle 
diagnosi chirurgica 

Vi e una marcata somiglianza nelle 
manifestazioni dolorifiche di origine vis- 
cerale o di origine periferica. Metodi 
di differenziazione sone presentati in 
dettaglio e 1’utilita nella diagnosi dif- 
ferenziale e discussa. L’uso di injezioni 
di novocaina nella zona dolorifica ha 
grande valore differenziale eel e spesso 
seguito da beneficio duraturo. Questa 
rottura del ciclo doloroso porta all’elim- 
inazione di errori diagnostic! e spiega 
altri errori terapeutici. 

L’uso di novocaina nella diagnosi dif¬ 
ferenziale non importa alcun pericolo 
per il paziente, come spesso avvienne da 
injezioni di morfina, derivanti dalla 
mascherazione di importanti sintomi. 
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inferior border of the eleventh rib; ow¬ 
ing to this fact it is longer than normal 
and must necessarily be weaker. 




Figs. 1, 2, 3 and 4. Sketches illustrating how 
anomalies in the structure of the twelfth rib and the 
muscular relations of the kidney give rise to unpro¬ 
tected renal areas. 



Most of the anatomic changes cited in 
the preceding paragraphs increase the 
size of unprotected areas of the posterior 
surface of the kidney and diminish the 
effectivity of muscular defense (figs. 1, 
2, 3 and 4). Since the advent of 
descending pyelograms we have been 
able to study eleven cases of rupture of 
the kidney. In six (four of our clinic 
and two of the Salvador Hospital) we 
could establish the existence of a super¬ 
numerary lumbar vertebra of the 
cephalic type, in two a short rib and in 
the remaining three no anatomic change 
whatever and no evidence of previous 
kidney disease. In most of the cases 
with an anomalous skeletal substratum 
the intensity of the injury was not of 
such a degree as to make one expect 
severe damage to tlv; kidney. 


SUMMARY AND CONCLUSIONS 

In traumatic rupture of the kidney 
the increase in size of the unprotected 
areas of the posterior surface of the kid¬ 
ney and the weakness of the muscular 
defense caused by anomalies of ribs 
and vertebrae are factors of great im¬ 
portance. In our series they represent 
72.7 per cent of the cases. 

From a medicosocial aspect, labor ac¬ 
cident laws and those dealing with ques¬ 
tions of compensation scales should bear 
these facts in mind. 


BIBLIOGRAPHY 

1 Coutts, W. E.; Banderas, T., and Cantin, F.: 
Contribution a l’etude des syndromes renaux causes 
par l’existence de six vertebres lombaires, J. d’urol. 
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RESUME 

Anomalies costales et vertebrates dans 
les traumatismes du rein 

Toute augmentation de l’espace non 
protege de la face posterieure du rein et 
tout affaiblissement de la defense mus- 
culaire dus aux anomalies de cotes et de 
vertebres sont cl’une importance capi- 
taJe. Du point de vue medico-legal, 
surtout dans les accidents du travail, ces 
facteurs meritent d’etre consideres. 


ZUSAMMENFASSUNG 

Rippen- and bVirbelanomalien in 
N ierenverletsungen 

In Fallen von traumatischer Nieren- 
ruptur ist die vermehrte Grosse der un- 
geschiitzten Stellen an der hinteren 
Nierenoberflache und die Schwache der 
muskularen Schutzschicht, wie sie durch 
Anomalien der Rippcn und Muskeln 
bedingt ist, von grosser Wichtigkeit. 
Voin sozial medizinischen Standpunkt 
gesehen, sollten die Unfallgesetze und 
Rentensatze diese Tatsachen be'ruck- 
sichtigen. 
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States (which Dr. Bainbridge represents) The 
central bureau of the Congress is located in 
Liege, Belgium. 

The International Office uf Medico-Military 
Documentation is a daily working actmty nf tin 
Congress and is located in the Military Hospital 
at Liege. Here are collected hooks, documents, 
published and unpublished articles tin medico- 
military topics, and various material related to 
the medical services of the countries of the world, 
not of a confidential nature Accredited repre¬ 
sentatives of governments art at liberty to utilize 
this office for reference, and there is a depart¬ 
ment that answers technical questions received 


In mail 

The business and scientific program of the 
Ninth Session of the International Office of 
Medico-Military Documentation is in the 
hands of Dr William Seaman Bainbndge (Cap- 
tain, Medical Director, United States Natal Re¬ 
serve ), and the New York Hospitality Committee 
is headed by Dr Lucius A. Salisbury (Colonel, 
New York National Guard). Besides the papers 
presented there were visits to important medical, 
scientific and other centers, a luncheon, and a 
gala banquet in honor of the distinguished guests 
from overseas, of about 1.500 persons, followed 
by dancing, on the evening of May 18. 


National Gastroenterological 
Association 

The National Gastroenterological Associa¬ 
tion met in New York City, May 31, June 1 and 
2. On May 31 a reception was held at the Pro¬ 
fessional Building of the New York World’s 
Fair. The scientific sessions, on June 1 and 2, 
under the chairmanship of the President, Dr. 
Anthony Bassler, were held in Squibb Hall, the 
Squibb Building. The following papers were 
read: 

The Role of Circulatory Disorders in the Diag¬ 
nosis of Lesions of the Gastro-Intcstmal Tract. 
Dr J. Stewart Room an and Dr. William G 
Leaman, Philadelphia. 

A Consideration of the General Problem of 
Gastric and Duodenal Ulcer (illustrated with 
lantern slides) Dr. James J. Hepburn*, Bos¬ 
ton. 

The Causes of Poor Results in the Operative 
Treatment for Duodenal Ulcer. Dr. Hurley 
R. Owen, Philadelphia. 

The Anemias Versus Gastro-Intcstmal Disease. 

Dr. Samuel A Loewenrfrg, Philadelphia. 
The Control of Hemorrhage in the Jaundiced 
Patient Dr I S Ravdix and Dr. J. E. 
Rhoads, Philadelphia 

Report of a Case of Segmental Jejuno-Ilcitis. 
Dr. Max Einiiorn and Dr. Otto C. Pick- 
iiardt. New York. 

Disorders of Calcium Metabolism m Diseases of 
the Gastro-Intcstinal Tract Dr. Charles L. 
Brown, Philadelphia. 

An Evaluation of Liver Function Tests. Dr. 

Frank W. Konzelmann, Philadelphia. 
Conservatism in Surgery of the Pancreas. Dr. 

George \Y. Papen, Boston 
The Surgical Management of Acute Cholecysti¬ 
tis Dr. John F. McCloskfy and Dr James 
A Lfhman. Philadelphia 


The Therapy of Colon Stasis. Dr. Bern \rd 
Fantus, Chicago 

Gastro-Intcstinal Tuberculosis Dr. Ellis B. 
Freilicii, Chicago. 

Immunity in Hookworm Disease Dr. William 
Walter Cort and Dr Giuifrt Frfd Otto, 
Baltimore. 

Gastro-Intcstinal Disturbances Due to Bacterial 
Toxemia from Focal Infection, Dr. Myer 
Solis-Cohex, Philadelphia, 

Congenital Bands and Adherences: Symptoma¬ 
tology and Treatment. Dr. Cyrus Warren 
Strickler, Atlanta, Ga. 

Primary and Recurrent Obstruction of the Com¬ 
mon Duct. Dr. Mosf.s Behrend, Philadelphia. 

Complications of Diaphragmatic Hernia. Dr. I. 
R. Jaxkelsox, Boston, and Dr. Samuel 
Morein, Providence, R. I. 

Demonstration of Gastric Resection by Motion 
Picture Film Dr. Gforge Gavin Mili.fr, 
Montreal, Canada. 

Gallbladder Disease and Gallstones (bv title). 
Dr. Bela Halpert, New Orleans. 


The International Hospital Association 
Congress, under the presidency of Dr. Malcolm 
T. MacEachcrn. will be held in Toronto, Canada, 
next September just before the annual com cm ion 
of the American Hospital Association, the con- 
Aocalton of the College of Hospital Administra¬ 
tors, the comcntion of the Protestant Hospital 
Association, and meetings of other organizations 
of national scope allied to the hospital field. 
Among the speakers of International reputation 
will be: Dr. Rene Sand, of Belgium. Sir Donald 
Mcnzies. the eminent Briti«h authority on hos¬ 
pitals: Capt. J. E. Stone, of the Birmingham Hos¬ 
pitals Centre: Mr. Cedcrstrom. architect, and Dr. 
W. Alter. A large group of men from Latin 
America will attend, with practically every coun¬ 
try in Central and South America .ented 



MOTION PICTURES OF THE HUMAN LARYNX 


SURGICAL SIGNIFICANCE IN NORMAL AND ABNORMAL STATES* 

WILLIAM A. LELL, M.D. 

PHILADELPHIA 


T ODAY., more than ever before, 
there is a definite realization of the 
importance of photography as an 
aid in teaching. With the tremendous 
improvement in photographic equipment 
and material and the ease with which 
they mav be utilized by the average in¬ 
dividual. it is only natural that there 
should be an enthusiastic trend toward 
photography as a means of recording 
interesting observations. 

To obtain good photographs of the 
surface of the" body is a relatively easy 
matter. However, due to the location 
of the larvnx in the human body, pho- 
tographv of this structure offers more 
of "a problem. The outstanding difficul¬ 
ties. in both still and motion pictures, 
are proper illumination and the adjust¬ 
ment of the apparatus so as to expose 
the larynx properly for photographing. 

As far back as 1883, Lennox Browne' 
was able to obtain pictures of the human 
larvnx with the crude equipment at his 
disposal. Since that time tremendous 
advances have been made in this field, 
«so that todav it is not unusual to see 
motion pictures of the human larynx 
depicting normal and abnormal states, 
with faithful reproduction of the true 

color. 3 

Hcatly" and Pressman and Hinman, 
uffim the method of direct laryngoscopv. 
have'reported their technic and results, 
lejeune, using the Lynch suspension 
apparatus, was successful m photo¬ 
graphing a large number ot human 
farvimes presenting various pathologic 
conditions. The cumbersome apparatus 
nece^arv in utilizing the an.remen¬ 
tioned methods and the tact that the 


patient had to be subjected to direct 
laryngoscopy have stimulated effort to¬ 
ward developing a simpler method. In 
this paper, the results of a simplified 
method arc presented. 

By this technic the larynx is photo¬ 
graphed by mirror laryngoscopy, which 
makes it possible to set up the apparatus 
and take the necessary pictures in a few 
minutes, without subjecting the patient 
to an operative procedure, as would be 
required in direct laryngoscopy or with 
the suspension method. 

This paper is concerned with the pre¬ 
sentation of motion pictures in color of 
a series of human larynges. In this 
group of cases, first is depicted the 
normal larynx, showing the motility of 
the vocal cords. Then follow pictures 
illustrating pathologic conditions, in¬ 
cluding functional aphonia, paralyses of 
vocal cords, vocal nodules, and kera¬ 
tosis. cyst and carcinoma of the larynx. 

SUMMARY AND CONCLUSIONS 

A simplified method of laryngeal 
photography is presented, together with 
a series of illustrative cases. Laryngeal 
photography offers a definite means for 
obtaining a permanent record of normal 
and abnormal morphologic states in¬ 
valuable in diagnosis. Records obtained 
by the simplified method make available 
a variety of pathologic conditions for 
teaching purposes. Laryngeal photog¬ 
raphy offers unusual opportunity for 
further investigation in this field of 
endeavor. Xot only in thyroid surgery, 
but before all major operations, the 
patient should have a routine laryngeal 
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Carcinoma of the left o\ary ,md possible car¬ 
cinoma of the uterus in a woman 38 
Umbilical hernia in a uom.ui ,igc*l So 
Tubo-ovarian abscess, possible o\ irian iy-t or 
pedunculated fibroid, m a woman agtd 34 
Right indirect inguinal henna ami congenital 
hypothyroidism in a woman aged 26 
Fibromyoma uteri in a woman aged 47 


\e.ne appendicitis, subsiding, and possible 
iibo-owiitan disease, m a woman aged 20, 

The. final clinic was held by Dr. Bland He 
P 1 rformed perineal plastic operations on two 
patients 

At 7pm the group met at the Union League 
and was entertained at an excellent dinner ar¬ 
ranged h ) Dr Bland 


1^1 



NEWS FROM MEXICO 


The Mexican Academy of Surgery cele¬ 
brated on February 3 the inaugural session of 
the academic year 1939 under the presidency of 
Dr. Luis Rivero Borrell. 

The new civil hospital of Monterrey was 
dedicated on February 6. This hospital has been 
named for Dr. Jose Eleuterio Gonzalez, whose 
body' is buried here under a simple monument 
commemorating this renowned man of science 
and great benefactor. The inaugural address 
was delivered by General Anacleto Guerrero, 
Governor of Nuevo Leon, 

Construction of a hospital for oil workers 
in the city' of Puerto Mexico, Veracruz, is con¬ 
templated by the Mexican syndicate of oil 
w orkers. 

Dr. Jose Torres Torija was elected President 
of the National Academy of Science for 1939. 

A National Committee for the Study of 
Industrial Accidents, corresponding to the In¬ 
ternational Permanent Committee, has been 
formed under the presidency of Dr. Manuel A. 
Manrauilla, Mexican member of the Interna¬ 
tional Committee. 


A committee known as the Socorro Medico 
Hispanista has been formed for the aid of 
gynecologists and surgeons. The president of the 
Mexican Academy of Surgery will preside, and 
the committee will function in conjunction with 
the ladies’ auxiliary consisting of the wives of 
members of the Academy'. 

A committee of surgeons of the Jttarcz Hos¬ 
pital is planning a National Assembly of 
Surgeons, which will be the third to take place 
at this hospital. 

The University of Mexico inaugurated its 
1939 activities on February 13 in the Bolfvar 
Amphitheater under the presidency of Dr. Gus¬ 
tavo Bar, Rector of the University. Courses in 
the Faculty of Medicine began February 16. 

The wives of members of the Mexican 
Academy of Surgery will henceforth be en¬ 
titled to wear a spcciat insignia designed for 
them, to be worn during scientific and social 
meetings of members of the Academy. This dis¬ 
tinction was launched at a brilliant meeting at 
the residence of the former president of the 
Academy, Dr. Manuel J. Castillcjas, on February 
4. at which the members of the Academy and 
their wives participated. 







INTERNATIONAL ASSEMBLY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 

IN CONJUNCTION WITH 

THIRD ANNUAL ASSEMBLY OF THE 
UNITED STATES CHAPTER 


M ay 21 to 25, Inclusive, 1939 

Headquarters at Hotel Roosevelt, New York City 


Sunday, May •?/, - , - 00 l'- »'• 
Registration (no registration fee). 

Scientific exhibits. 

Technical (commercial) exhibits. 

Informal reception to distinguished foreign 
o-uests and to out-of-town Fellows. Members 
and Associate Members and their families and 

guests. . . 

The evening is free for social activities and visit¬ 
ing points of interest in the city. 

Monday, May 22, 0 :y° 

Assembly called to order by International 
President Dr. Andre Ceotti. 


Invocation. 

Address of Welcome, by International 1 resi¬ 
dent Ceotti. who will introduce the Governor 
of'the State of Xcw York, who will welcome 
t he Assembly to New A ork City. 


SCIENTIFIC PAPERS 


- 

^search in Certain Military Surgical Problems. 
M \ j ok General C. R. Reynolds. Surgeon Gen¬ 
eral United States Army. \\ ashington. D. C. 
v sent-Dav Tendencies of Lung Surgery. Gen- 
t -R W Dr Constantin Iliescc. Inspector Oen- 
“al Medical Service. Rumanian Anm. I.u- 

charest. Rumania. 

. 1 , , pnifril xutt.> Naval >cr\ioc 

j- 

General. Lmte.i .*•- - . 

D. C. . ... . . 


, v ' YU-.kod , Operative, in Cue Tr_e,tm, m m 

V-' v— Traumatica. Grsr m. >t'.mm.m;s 
C oxa \ a.a ‘ r— , ... t \y., 

Roittirt. c— s 

»:>v.. Poland. 


LUNCHEON 

Luncheon for groups in Hendrik Hudson Room, 
round table discussion. 

Monday, May 22, 2:00 />. in. 

SCIENTIFIC PAPERS 

The Surgical Reconstruction of the Arthritic Pa¬ 
tient. Dr. Frank A. Dickson, Kansas City, 
Mo. 

Contribution of the Operative Cholangiography 
to the Physiopathology of the Common Bile 
Duct. Prof. Dr. P. L. Mirizzi, Cordoba, Argen¬ 
tine. 

Common Duct Injuries: Causation and Repair. 

Dr. Thomas E. Jones, Crile Clinic, Cleveland. 
The Genesis of Electrosurgery. Dr. A. J. 
Riviere, Paris, France. 

Involution of the Lesser Curvature of the 
Stomach as a Complication of Chronic Gastric 
Ulcer. Dr. A'. Secdf.rling, City Hospital 
"Kivcla,” Helsinki, Suomi, Finland. 

Monday, May 22, <;:ou ft. m. 

CONVOCATION (Hendrik Hudson Room) 

International President Dr. Andre Crotti, 
Chairman 

Dr. Benjamin I. Golden. Gram! Marshal 
Iinocation by Rev. Norman Vincent Peale, 
I).I).. Pastor of the Marble Collegiate Church, 
introduced In International President 
Crotti. 

1 re-entatu>n of Fellows, Members and Associate 
Member- 01 the United States Chapter to Dr. 
Frederick M. Dofoeass, National President. 
IT< -rntation of diplomas and certificates. 
Pre-ent.Hion of Foreign Honorary Fellows to In- 
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British Isles, where thtre will Ik. quali 

fied and trained persons to sup*rv,-t »h« u»t «>t‘ 
these special machines. They will uv-t only Z z or 
30 English pounds (about $125', <.uh 
In most acute respiratory uwy. u 

and carbon dioxide tnludatois, pi^fail} walking 
oxygen outfits with suitable imf and owgii’ 
analyzers are of much griuitr u*t )>>r all gen¬ 
eral purposes and much more nequunly oi 1»to- 
saving value than the Urge, cumbeisoon. Drinker 
and Emerson iron lungs Luc JmiuU.. , the hitter 
cost about $1,450 each, and an useful almost 
solely in cases of infantile paralyse- with respira¬ 
tory failure (that is, they are *>i value only in 
cases of prolonged respiratory paralysis) 

Often, tvs in migraine, coronary thrombosis, 
asthma and severe anemia (anoxemia) the 
“B-L-B” Inhalation Apparatus (Boothby, Love¬ 
lace and Bullbulian) is very useful 
The BRAGG-PAUL PULSATOR is a pneu¬ 
matic jacket for applying rhythmic positive pres¬ 
sure, and is a very convenient and effective ap¬ 
paratus. The DRINKER and BOTH machines 
and the EMERSON modification arc total en¬ 
closure instruments; the entire body, with the 
exception of the head, is enclosed in the appara¬ 
tus. The BRAGG-PAUL apparatus is much 
preferred by some English experts to the 
Drinkcr-Emerson type. 

The BURSTALL apparatus applies negative 
pressure and resembles a cuirass The BIO¬ 
MOTOR is a German apparatus There is also 
an apparatus recently introduced in Sweden. 

It is highly essential that whatever type of 
i aspirator is used, especially trained persons must 
supervise its use. If ti respirator is handled iw- 
skilfully, the patient may diet 

Expert and very gentle nursing and good med¬ 
ical care are essential. 

Careful team work is at all times necessary in 
these emergency cases where the respirators are 
■used. 

Hyman I. Golustcix, M.D., 
Camden, X. J. 

to the Editor: —Except for the slight scolding 
to my brother for not mentioning Woillez, Dr. 
Goldstein’s note is substantially the same as the 
letter he published itt the AVn* England Journal 
of Medicine for April 6, 1939, page 612. A con¬ 
siderable scries of letters on "iron lungs,” Lord 
Nufiield’s proposed gift of five hundred machines 
to Great Britain, etc., have been appearing re¬ 
cently in the Lancet and the Eritish Medical 
Journal. Several of these letters discussed the 
Woillez device, of which Dr. Goldstein appears 
to think \vc were ignorant. 

Professor Thvinbcrg told us of the Woillez ap¬ 
paratus in 1926 or 1927, when Shaw and I were 
working on ‘he experimental apparatus which 
would be applicable in treating respiratory ini’ 


ure nt poliomyelitis I do not remember the exact 
date of Thunberg’s letters, but the Woillez cita¬ 
tion appears in EnghotTs monograph {Skandinav. 
.-nih f Physiol, \oI. 52, 1927), which Thunbcrg 
"in us. We have continually exchanged data 
with him 

There is nothing m Woillez’ papers which 
would help any one confronted with our problem. 
Somewhere Osier mentioned the fact that respira¬ 
tory failure in Landry’s palsy could be treated 
with a mechanical device I do not doubt that 
many others had the same idea long before us. 
About one-half minute m a modern "iron lung” 
will convince a skeptic that the device is likely 
to be effective m respiratory paralysis of any 
sort. WoiUtz was interested m the treatment of 
suffocation as an emergency proposition Hiv ex¬ 
periments were performed on animals and on 
human cadavers He gave no figures whatever 
us to the pressure changes needed. 

The only claim to discovery that we have ever 
made is that vve measured the pressure changes 
needed to induce respiration. Why that had not 
been done before, I cannot explain, but as soon 
as we realized how small these changes were, it 
was an easy matter to mechanize the process. 

Dr. Goldstein’s admonitions on the need of 
trained personnel have one very serious omis¬ 
sion, as far as poliomyelitis is concerned The 
patient is acutely ill and extremely sensitive to 
pain and to any irritation, as of the skin. A 
device which will tide over a little child for a 
week or so through such a catastrophe as respira¬ 
tory- embarrassment must be comfortable, but no 
mechanical appliance will take the place of unre¬ 
mitting nursing and medical care of the most ex¬ 
acting sort. 

Philip Drisklk. 

Professor of Industrial Hygiene, 

I Ian ard University. 

To the Editor: —] read Dr. F’hilip Drinker’s 
letter of April 21, 1939 The important fact re¬ 
mains that neither Dr. Cecil K. Drinker ( Pro¬ 
fessor of Physiology, Harvard University), in 
his early publications and vn lus monograph on 
"Carbon Monoxide Asphyxia” (March 1938), 
nor Dr. Philip Drinker (Professor of Industrial 
Hygiene, Harvard University), in his original 
articles, written m collaboration with Dr. L. A. 
Shaw and Dr C. F McKhami ("The LV of a 
Xctv Apparatus for the Prolonged Administra¬ 
tion of Artificial Respiration " A/LM-I. 92 1658 
[May 18} 1929; J. Om /mvitu/aJimi 7 229.247 
[June] and 8:22-46 [Die.] 1929), m.uU any 
mention whatsoever of \\oilier' rvport and dis¬ 
cussion* ( lUill . .'Inn/, dc mid.. Pant 41'611-627 
[June 20] and 754-761 I Aug 1] 1876) and the 
discussions by Cohn (dud. pages 761-782 {Aug. 
8}), Le Roy vie Mtrtcourt (ibid., pages 782-789), 
Devcrgie (ibid., pagis 817-824), Depaul (ibid.. 
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9. NBC tour: (a) radio tour, (b) television 
tour. 

10. Three different cabaret shows. 

11. Special bus trip to the World's Fair. 

12. World's Fair by motor speed boat, a twelve- 

mile ride at 35 miles per hour. 

13. Admission to special events at the World's 

Fair. 

14. Metropolitan Museum of Art. 

15. Museum of Natural History. 

GENERAL COMMITTEE ON 
ARRANGEMENTS 

Honorary Chairman 

Dr. Andre Crotti (Ex Officio), Columbus, Ohio 

Honorary Vice Chairmen 
Dr. Fred H. Alree, New York, 
Chairman of Scientific Program 
Dr. William Seaman Baixisripge, New York. 
Assistant Chairman of Scientific Program 
Dr. A. A. Berg. New York 
Dr. Frederick M. Douglass t Ex Officio). 
Toledo. Ohio 

Dr. Duncan MacPhersox, New York 
Dr. Max Thorek (Ex Officio). Chicago 


Executive Chairman 
Dr. Edward Frankel. Jr., New York 

Committee 

Dr. Charles II. Arnold, Lincoln. Neb. 

Dr. Moses Beiirend. Philadelphia 

Dr. P. Brooke Bland, Philadelphia 

Dr. Milton Bodeniieimer, New York 

Dr. Malcolm Camit.ell. New York 

Dr. John E. Caxxaday, Charleston, W. Ya. 

Dr. Earl B. Craig. Philadelphia 

Dr. Stanley Eiss, New York 

Dr. George Sanford Foster, Manchester, N. H, 

Dr. James A. Gf.ttings, New Haven, Conn. 

Dr. Benjamin I. Golden, Elkins, W. Ya. 

Dr. Chevalier L. Jackson, Philadelphia 
Dr. Vincent A. Laeexta. Indianapolis 
Dr. Richard A. Leonardo, Rochester, N. Y. 

Dr. Oscar B. Nugent, Chicago 
Dr. Chester A. Peake, Brooklyn 
Dr. Charles Phillies, New York 
Dr. Henry M. Sciieer, New York 
Dr. Rufus E. Stetson. New York 
Dr. Thomas J. Tobin. New York 
Dr. I. Tracteniierg. Brooklyn 
Dr. S. J. Turel, New York 
Dr. J. William White, Scranton. Pa. 
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TENTH INTERNATIONAL CONGRESS OF MILITARY 
MEDICINE AND PHARMACY 


Ninth Session of International Office of Medico- 
Military Documentation 


The Tenth International Congress of Mili¬ 
tary Medicine and Pharmacy, which includes 
medicine, surgery, sanitation, pharmacy and deii- 
tLtrv in all their branches, held their meeting in 
Washington. D. C. on invitation ot President 
Roosevelt. May 7 to 15. l‘>3‘> ; this tor the t.rst 
time in a capital outside <>t Europe since the m- 
ce'Cion of the organization eighteen 'ears ago. 

V nations were scheduled to send representa¬ 
tive* The meeting was then transferred to New 

v,,-k tv the Ninth Session of the Inter¬ 
national Office of Medico-Military Docu¬ 
mentation. at the Wald -rt-Astona Hotel. May 

17 t- 3>. 

1 Pharmacy 


Wah 


Coiigre " 


Mihtare Me 



Dr. William Seaman Bainbridge, Captain, Medical 
Director in the United States Naval Reserve. 
Since then it has met even two years in the 
various capitals of Europe. It aims at the inter¬ 
nationalization of all branches of the healing art, 
witli the collection, codification and standardiza¬ 
tion of all available knowledge. At each Con¬ 
gress six main topics are discussed. The country 
in which the Congress is held submits an official 
rejsirt on each question, as does another nation 
selected for its special experience m the subject 
under discussion. Valuable contributions on each 
mie-tion are also received from other countries, 
loward the close of the Congress, general con- 
'■hi'ions are drawn up and are accepted only tf 
;1 h_\ ha\e the unanimous approval of all the 
delegates. The Permanent Committee consists of 
member from Belgium. France, Great Britain. 
Lab.. Spain, Brazil. Switzerland, and the United 
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the pedicular elements, using; local anesthesia; he 
considers the anterior route the best. 

Research on Pulmonary Emboli 

ViHaret, Justin-Besanqon and Bardin {Mem. 
Acad, dc chir. 64.1286 [Nov. 30] 193S). physi¬ 
cians and physiologists, consider the problem of 
postoperative pulmonary emboli and their treat¬ 
ment. Emboli seem to be determined more by 
irritation of the venous wall than by material 
obstacles to the circulation Death in cases of 
pulmonary embolism results from a reflex of 
pulmonary origin. Experimentally this reflex 
may be modified by action on the sympathetic 
nervous system. The important role of the 
sympathetic reflex must not lead one to forget the 
purely mechanical role of the respiratory dif¬ 
ficulty. 

There are two methods of treating these ac¬ 
cidents, each based on a different conception: 
(a) prophylactic and (b) curative. The first, 
which aims to avoid the accidents, resorts to sym- 
pathicomimetics, or the use of ephednne, tyra- 
mine or epinephrine scries. Alkahncs, papa\ crine 
or vagohthics in association seem to reenforce 
the action of the former. The authors recom¬ 
mend the combination of atropine, ephednne and 
sodium bicarbonate. The curative treatment de¬ 
pends on the nature of the accidents caused by 
the embolus, fall of arterial tension, heart fail¬ 
ure, venous congestion, peripheral collapse, apnea 
and anoxemia. When the respiratory rhythm is 
affected, oxygen associated, if necessary, with 
epinephrine, ephedrine, ouabain and with respira¬ 
tory analeptics, is used. Atropine is resorted to 
in the syncopal or asphjxic states Morphine, 
heroin, papaverine and, if necessary, stellar 
ganglion anesthesia, arc utilized in the anginous 
forms and in cases of infarcts. The experi¬ 
mental work emphasizes the importance of col¬ 
laboration of the surgeon, physician and physi¬ 
ologist. 

Intestinal Strangulation After Gastro- 
Enterostomy 

Strangulation due to the passage of a loop of 
small intestine between the afferent loop ami the 
spinal column after a gastro-enterostom) is de¬ 
scribed by Viannay (Mem. Acad, dc chir. 64A280 
(Nos. 30] 1933). This complication has been re¬ 
ported only about fifty times. It is uncommon, 
and its etiology is obscure. It probably is de¬ 
pendent on individual anatomic or physiologic 
disposition. Wfiv the nonclosure of the peritoneal 
slit between the prevertebral peritoneum and the 
afferent portion of the anastomosed loop should 
cause no disturbance in the -vast majority of 
ga st ro-enter ostomies and why m a few cases the 
intestine should slip through that fissure is still 
an unexplained problem 


Biliodigestive Anastomoses: 
Choledochoduodenostomy 
Finsterer in an exhaustive work (Mem. Acad, 
de chir. 64:1252 (Nov. 23] 193S) discusses the 
reciprocal value of choledochoduodenostomy and 
some other interventions. The danger in these 
anastomoses is ascending infection, which is fa¬ 
vored by bile stasis. Choledochoduodenostomy 
has not met with the approval of most French 
and German surgeons. The reported mortality 
is still 40 per cent. Finsterer describes the fatal 
cases and shows that the proportion of fatal 
issues was less in 44 personally observed severe 
cases (13 deaths). Finsterer discusses the indi¬ 
cations for this operation and describes the tech¬ 
nic, which m 118 cases has resulted in only a 
few deaths; m the vast majority of cases he 
states that he has obtained a cure. This inter¬ 
vention is not difficult, because it is performed 
on a dilated common duct. 

Surgical Treatment of Diabetes Mellitus 

Violet discusses this subject in the Rev tic dc 
chirurgic of Paris (76:54 [Jan.] I93S). Physi¬ 
ologists have classified the endocrine glands as 
hypoglyccming and hyperglycoming. In their ex¬ 
perimental work the aim was to increase the 
production of insulin in the organism by activat¬ 
ing the hypoglyccming glands or to secure the 
opposite result by reducing the action of the 
hypcrglyccniing endocrine glands. Pancreatic 
secretion can be considerably increased by liga¬ 
tion of the pancreatic ducts, but this ligation 
leads to serious disturbances. Mansfield has pro¬ 
posed isolating by constriction of half of the 
gland. One can activate salivation by closure of 
Stcno’s duct. The various ligature methods 
practiced on man have not given very convincing 
results. Sympathiccctomy of the pancreatic 
arteries is difficult, and pancreatic grafts do not 
appear to be useful Instead of utilizing hypo¬ 
glyccming measures one can lessen hyperglyccm- 
nig action by utilizing the antagonism existing 
between the pancreas and the adrenal gland or 
in securing physiologic mednlleClomy by division 
of the splanchnic nerves. The thyroid also has 
liecn used. None of these measures has been em¬ 
ployed on man. Furthermore, these glands arc 
so complex that it is difficult to supress one with¬ 
out impairing the function of the others 

Pulmonary Actinomycosis with Acute 
Abscess 

Mouhmguet t .Von. Acad, dc chir. 64:1136 
[Nov. 2] 1*133) reports a ca-c of acute actinomy¬ 
cosis located under tin angle of the - mla in a 
man 47 years of age. Cotnjibt* ‘a- “1* 

t.um-d niter evacuation of the trea 

meat with iodine. The fir>.t d’ »’v 
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April 15, 1939 
University Hospital 

8:30 to 10 a. m. Dr. I. S. Ravdin and Staff. 
Hahnemann Hospital 

10:15 to 11:30 a. m. Dr. Earl B. Craig and 
Staff. 

Temple University Hospital 
11:43 a. m. to 1:15 P- m. Dr. W. Wayne Bab¬ 
cock and Staff. 

Jewish Hospital 
1 -30 n rn. Luncheon. 

2*0 to 3:45 P . m. Dr. Moses Behrend and Staff. 
Jefferson Hospital 

4:30 to 6:00 p. m. Dr. P. Brooke Bland and 
Staff. 

7:00 p. m. Dinner. Union League. Review oi 
clinics. 

Dr Ravdin operated on a patient with chole- 
lit iia«is bv cholecystectomy with transverse m- 
c on Ravdin drains in all cases. In a talk lu 
Dr Ravdin and his associates the blowing 
statements were pertinent: 

" Vo reliance is placed on liycr junction tests. 
l,*i« no: necessary to give patients tremendously 
}\X carbohydrate diets as be tore: oO per cent 
rWtv1'”c« ami 70 per cent protein are used, 
vart' , ■ t ht- otilv oik- used oil 

inal anesthesia ,s the 
Dr - c . -Anesthetics. All other anesthetics 

••• . j nt the over. In iat:n- 

hr.ve cause:, ce-e... . 

.■e,. .-rcr.tes: pret eti.ive o. b-'--—•- . 

c-.’-c Hemorrhage i c due 
.•hremhin. The subnet of 


te=: o: -- ... , 

aeration Ot the liver. H 
vc cause., e-e-'-- -.- . ,, 

dice tuf create 

\ itr.m.in K ar.r.J 

to def.cier.cy c: 
no cues:: 't r,: 


Dr. Craig performed a Watkins interposition 
operation for prolapse of the uterus. Before 
operation lie used a spray of antiseptic solution 
consisting of merthiolate and alcohol, then paint¬ 
ing the entire abdomen with sealskin. The sec¬ 
ond case was one of retroversion, treated by 
shortening of the ligaments by means of a new 
operation as advocated by Dr. King. 

Dr. Babcock demonstrated immediate post¬ 
operative cases (subtotal gastrectomy, appen¬ 
dectomy. laryngectomy). He also demonstrated 
his glass drainage tubes, which consist of an 
outer shell of glass with another tube running up 
the center to which suction can be applied. He 
uses wire in almost all operations, including in¬ 
testinal suture. He presented the following 
patients: 

Woman aged 77 with carcinoma of the rec¬ 
tosigmoid. with metastasis to the liver. Single 
barrel abdominal colostomy. 

Woman aged 65. Nephrectomy with transverse 
upper right abdominal incision. 

Man aged 53. Transverse colostomy, appen- 
dicostomy. 

Man aged 34 with mechanical ileus. Enter¬ 
ostomy, 

Man aged 67 with acute purulent cholecystitis 
with stones. Cholecystectomy of subhepatic 
peritoneum, with sump drain. 

Man aged 46 with portal cirrhosis with ascites, 
requiring abdominal paracentesis every five to 
eight days: relief from right peritoneal-saphenous 
anastomosis; repeated on left side. 

The following cases were demonstrated by 
Dr. Behrend: 

Gaucher’s disease in a boy aged 12 years. The 
-pleen v.eitrhed 10)4 pounds (4.7 Kg.), the larg¬ 
est Dr. Behrend had seen in a child. 

Incarcerated inguinal hernia ('left) in a man 
aerd 54 

Chronic calculous cholecystitis in a woman 
•iced 37. 
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Benign Tumors of the Mediastinum 

To speak of mediastinal tumors from an 
anatomicopatholngie standpoint .done >> not al¬ 
ways exact. An aortic aneurv sm is a mediastinal 
tumor. These tumors gm a uncty of symptoms, 
depending on functional aberrations Benign 
tumors are interesting and frequent They offer 
a better operative prognosis They may assume 
malignant aspects, in these ca*cs it is imperative 
to intervene The techmc for the removal ot 
mediastinal tumors is determined by their sire 
and location. Each cave must be studied by itself. 
A number of cases are report*d f>> Jiff Divis 
(/. dc c/nr. 52 601 (No* j 1*738) three of 
mediastinal goner two of tumors of the nervous 
system, two of connectiu. tivsue tumors, eight 
of dermoid cysts AH these cases presented 
high!} interesting clinical, pathologic and oper¬ 
ative aspects. 

Trigger Thumb and Club Thumb 

These two malformations were observed in a 
mother and her child by Poncelet {Scalpel 91. 
1563 [Nov, 26] 1938). In the mother the nodule 
was small and was lodged in the flexor pol- 
licis longus and caused the trigger thumb The 
tendon could easily slip back into the tendinous 
sheath during extension and flexion of the thumb 
In the daughter the nodule was too large to slip 
into the sheath, and as a consequence “club 
thumb," which led to camptodact) ha i blocked 
thumb), resulted 

These lesions may lie the result of mechanical 
factors, or they may be congenital If they de¬ 
velop during adult life they are usual)} accom¬ 
panied by adhesive processes and strictures of the 
tendon sheath. They are often of traumatic na¬ 
ture, occasioned by pressure of the handle of a 
tool Or of an iron. In Poneclct's cases the con¬ 
dition was hereditary, showing familial tenden¬ 


cies. Treatment proposed by Poncelet ts partial 
resection of the nodule 

Total Extrafascial Apicolysis 

Iseh'n and Duban </. dc clnr. 52:748 [Dcc.J 
1938) describe the technic in detail ami discuss 
the anatomic considerations that led to ns adop¬ 
tion They recommend regional anesthesia, to 
which general anesthesia may be added if neces¬ 
sary According to these authors, this method 
is a distinct advance, owing to the efficacy of the 
collapse obtained and to the absence of deformity 
of the thorax. The danger of shock is mini¬ 
mized depending on the experience of the surgeon 

Abdominoperineal Resection of the Rectum 

The most extensile resections give the maxi¬ 
mum chances of recovery, and that is why the 
combined operation is preferred by Decker (/. dc 
clnr 5 2 593 fXov.J 1938). The combined opera¬ 
tion, owing to its duration, its action on the itcr- 
\ nus system and the extent of the mutilation, 
gives a high mortality To lessen its risks it has 
been proposed that it he performed in two or 
three steps. Shock may he reduced by nitrous 
oxide anesthesia, but the operative difficulties are 
great, especially the complete dissection of the 
rectum and the peritonization of the pelw*. For 
that reason it is advisable to have two surgeons 
operate simultaneously, one on the abdomen, the 
other on the perineum. 

Decker describes the technic m three step* 
One of the disadvantages of Ins operation js that 
the position of the patient has to he changed 
three times during the course of the procedure. 
This operation demands great resistance on the 
part of the patient If the patient's resistance is 
low, the perinea! route should he used and an 
artificial anus established 




FACTS ABOUT THE “IRON LUNG” 

To the Editor :—In recent months a great deal 
of consideration has been given to various types 
of apparatus for the prolonged administration of 
artificial respiration, and much discussion con¬ 
cerning mechanical devices useful for gas as¬ 
phyxia, drowning and other emergencies (in 
cases of infants, newborn, etc.), in mines, etc., 
as well as paralysis of respiration in infantile 
paralysis, has appeared in the newspapers and 
medical journals. In various localities commit¬ 
tees have been organized to raise funds for the 
purchase of “iron" lungs” and pulmotors for use 
in infantile paralysis and other extreme emer¬ 
gencies ! 

It should be brought to the attention of the 
medical profession and the general public that, 
in the opinion of the leading physiologists and 
experts on respiration, including Yandell Hen¬ 
derson (1938), Haggard, Haldane and others, the 
Drinker and Emerson respirators arc not suited 
to resuscitation in emergencies, although the) are 
often of live-saving value in cases of prolonged 
respiratory paralysis. (See \andell Henderson. 
“Adventures in Respiration: Modes of Asphyxi¬ 
ation and Methods of Resuscitation,” Baltimore, 
Williams & Wilkins Company, 1938, chap. 17. P- 
272). 

Henderson states: “In cases of drowning, the 
time limit within which resusciation is possible 
is generally given as not more than lO^or 
minutes!” and on page 279 he asserts: Intra¬ 
tracheal insufflation of oxygen aided by an occa¬ 
sional compression of the thorax may help to 
save life in cases of respiratory failure in sur¬ 
gical clinics.” 

Henderson further believes that the PULMO- 
TOR in practice is almost z'aluclcss and some¬ 
times probably harmful (Henderson, page 270). 
“At best it merely supplies air with a small en¬ 
richment of oxygen.” 

The Special Commission on Resuscitation, un¬ 
der Dr. Cecil K. Drinker as Chairman, including 
W. B. Cannon. D. L. Edsall, L. J. Henderson, 
F. W. Peabody. Y. Henderson. H. W. Haggard 
and three others, unanimously disapproved the 
{•uhuotor (for resuscitation) for artificial res¬ 
piration. 

The Haggard and Henderson IXHALATOR. 


ref//; combined carbon dioxide and oxygen treat¬ 
ment (made by the Mine Safety Appliance Com¬ 
pany), is much more useful in these emergency 
cases, according to the leading authorities. 

It is of historical interest to note here that 
the original “iron lung” or the “spirophore” was 
first produced in 1S76 by Woillez, mentioned by 
him in 1875, and described at the meeting of the 
Academie de medecine (Paris) of June 20, 1876. 
Woillez reported four demonstrations before the 
Academie de medecine in his article “Du 
spirophore, appareil de sauvetage pour le traite- 
ment de I’asphyxie, et principalement de l’as- 
phyxie des noyes et des nouveau-nes” (Bull. 
Acad, de mcd., Paris 41:611-627, 1876; ibid. 
40:454. 1875). 

This “iron lung” was strikingly similar in ap¬ 
pearance to and identical in principle with Philip 
Drinker’s or Emerson’s iron lung. It consisted 
essentially of a steel cylinder enclosing the body 
of the patient, with a rubber collar around the 
neck providing an air-tight seal. 

Photographs of this original iron lung or 
spirophore showing the instrument opened and 
closed with a patient in it appear in the Bulletin 
de 1’Academic de medecine (Paris) (119:82-85, 
1938) and in the Lancet (London) (1:237 [Jan. 
28] 1939), with a letter by Dr. C. L. G. Pratt. 

The original iron lung idea, and credit for 
priority in the discovery of this invention, should 
rightfully belong to Woillez! The Woillez 
spirophore or respirator is not mentioned in the 
monograph on “Carbon Monoxide Asphyxia" by 
Cecil K. Drinker (Professor of Physiology, 
Harvard University), under “Mechanical De¬ 
vices” (Cecil K. Drinker: "Carbon Monoxide 
Asphyxia. New York, Oxford University Press, 
1938, pp- 174-179), and no mention is made of 
the original Woillez invention (1876) in the 
monograph on “Adventures in Respiration” by 
Yandell Henderson. 

Drinker refers to the reports by P. Drinker 
and L. A. Shaw (1929), T. Thunberg (1924, 
1930) Drinker (1928). Eve (1932), Killick and 
Eve (1933), Kerridge (1934, 1936), Sir William 
Bragg R. W. Paul, etc., but makes no mention 
whatever of the original Woillez report (1876). 

It is interesting to note that Lord Nuffield, of 
England has offered to donate five hundred iron 
lungs— one to each of the large hospitals in the 
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Skin Diseases and Nutrition, Including the 
Dermatoses of Children B\ Erich Urbach, 
M.D., Do 2 ent m Dermatolon). Uimersit) of 
Vienna Authorized English translation, hi 
Frederick Rehm Schmidt. A B, M.D. In¬ 
structor of Dcrmatologv. North western Uni- 
versuv, Chicago. Cloth Price, $7 Pp 284. 
with 55 illustrations 8 diagrams and 1ft 
tables Vienna • Wilhelm Mawlnch. 1932 

I N this translation of Dr. Urbach's book. Dr 
Schmidt has tried to place at the disposal of 
English-speaking phjsicians a textbook which 
includes the results of recent investigations in the 
dietetic management of diseases of the skin. The 
spirit and characteristic features of the German 
original have been care full) retained, providing 
ample opportunit) to take cognizance of the au¬ 
thor’s valuable contributions to the knowledge of 
the biochemical status of the living shm and the 
results obtained by the use of precise methods 
of examination of the skin The author is to be 
commended for the thorough presentation of a 
complete bibhograph) on the subject The nu¬ 
merous typographical errors are attributable to 
the fact that the English translation was pub¬ 
lished in Austria The work is amply illustrated 
throughout. 

Directions are given to guide the physician 
through the difficulties of dietothcrapy in the 
treatment of cutaneous disease. The hopes for 
the future, however, have not been entirely ful¬ 
filled. Seven years of trial have failed to sub¬ 
stantiate many of the therapeutic claims made by 
the author 

Many experimental data are presented, but 
when these facts, discovered for the most part in 
research on animals, arc applied to the treatment 
of human beings, one is astonished at the results. 
The picture of mcdicme dealt with by the labora¬ 
tory worker is that which is displayed before his 
senses at a given moment, and it is one of the 
tacit, but nonetheless firm, presuppositions of 
research that experiments are the same for every 
individual and for all times. This is certain!) 
not true m the case of dutothcrap) m cutaneous 
disorders, for the constellation of such environ¬ 
mental factors as weather, season, nervous ten¬ 
sion and somatic disease mav complete!) alter the 
reaction of the skin to foods. 


The author is to be praised /or furnishing a 
complete record of all the experimental data per¬ 
taining to the in flue nee of nutrition on the skin. 
His own painstaking ana!)sis of the subj'ect, to 
which he has added so much original work, 
makes this book a valuable contribution to this 
difficult and frequently discouraging branch of 
therapeutics. 

Clank U. FlS’NKRfl). 

The Surgery of Oral and Facial Diseases. 
Bv George Van Ingen Brown, D.D.S., M.D.. 
CM. F.A.C.S. Fourth edition. reviscd. 
Cloth. Price, $10. Pp. 77S, with 1.019 illus¬ 
trations Philadelphia . Lee & Feluger, 1938. 

P LASTIC reconstructive surgery has now de- 
come «»n important part of surgical practice. 
The stress of modern life has contributed 
manifold disfiguring injuries by reason of auto¬ 
mobile accidents, burns, etc. An important warn¬ 
ing to the general practitioner reads: “Above all 
he must be prepared to guide his patients against 
the activities of those who in the guise of beauty 
treatment and by surgically unsound methods arc 
doing great injur) to men." Diagnostic methods 
and therapeutic indications are discussed in de¬ 
tail. The work is justly popular It is a stand¬ 
ard text not only for the practitioner am! the gen¬ 
eral surgeon but for the specialist also. It is mod¬ 
em. The text has been revn'cd. and much which 
is now considered obsolete is excluded, while in 
some portions rather ancient methods are still 
retained. The photograph) is good. Some oper¬ 
ations lack detailed description. The work is 
divided into twenty-five chapters. A good Mo¬ 
tion mi blood transfusion is contributed by Dr. 
Schacfter. Tuberculosis of the skin and oral cav • 
itv js discussed ably by Dr. JL ). Farrell, who 
also contributes to the section on svphihs. All 
in all. the volm 
and w id scrv> 
bibliography, v 
hensive. This 
ommewkd a* 
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FOREIGN LETTERS 

PARIS 

‘From Our Regular Correspondent) 

Feb. 29, 1939. 

Mcdicosurgical Documentation 

vDat: twelve year? ago Dr. Pierre Asticr, at 
th>. Mibcit.itinn mi a large number of physicians 
. i. i -tuihitt'*. decided to establish an international 
• •ttice of uudicoMirgical documentation. Since 
it- to-.itidation 2,99*I,IX«) abstracts and 100,000 
c.';m reu .rt' have been collected, and 3U0.0U0 let- 
r- giving information have been sent on request 
gr.itmtondv 

Dr. Astur m creating tins institution met a 
v i'h formulated in 1926 by the Congress for the 
.vdv ancetiu. nr ot Science. Not only can those 
rigresentid Consult the 1.200 reviews and the 
3.0 *> vohunt s which constitute tin result of this 
m Favor, but thiy can also receive on request 
complete documentation on am question. In 
France and forvign countries this opportunity is 
irwly made use of. 

F'»r<.uni Colleagues visiting Paris are always 
v i Dome at the office of Le .Monde Medical, 42 
rue du Docteiir Blanche. Puri' XVI, and there 
cat. ntcts-ary information they may desire. 

Electronarcosis 

.ruututal -tinhes are described by A. 
Ir i . :r:< ■?.'/: 0- Ar.aUi. -1 -51 [Nov. 4j 1038). 
Sleep cam it induct <1 by intermittent currents of 
1 tt ■ troiri 5 to 10 mtihampere-. from 7 

t‘> 5 1 It', with an luternutteucy of 1 on 'D. In 
.. art-, -u'qt cud to the galvanic current the 
.1 *!-. c.dIt -- u- :ht permeability 

: tie r • ’ tt.ea lev- vi-P -e.v e. y c...."wins 


increases it; and this action influences all the 
regions irradiated by the current. It seems that 
paths of polarized action are the same for the 
central nervous system as for the isolated nerve, 
;tnd in different animals complete anesthesia can 
easily he obtained by the passage of a continu¬ 
ous current. Though narcosis is easily produced, 
the state of contraction is not avoided and may 
lead at times to an epileptic phase. This is the 
obstacle which has been met by all who have 
Studied the question experimentally'. Denier sub¬ 
stituted the high frequency current for continu¬ 
ous currents, and in using a frequency of 16 to 
23 microseconds he obtained in experimental ani¬ 
mals perfect anesthesia without contractions. 
Further experimental studies may yield bene¬ 
ficial results for man. 

Repair of Divided Flexor Tendons of Fingers 

Montant (Mem. Acad, dc chir. 64:1344 [Dec. 
14] 1938) operated on fifteen patients with di¬ 
vided flexor tendons of the fingers. Seven pa¬ 
tients were operated on within six hours after 
the accident. The result has been good in five 
cases and fair in two, and in eight cases of late 
operation he had two very satisfactory results, 
three good results, one fair result and two fail¬ 
ures. Jlis technic calls for exposure of the di¬ 
vided tendons and placing a safety pin through 
the teguments on both the proximal and the 
distal end. One of the ends is thinned and placed 
m a V-shaped incision in the other end of the 
affected tendon and sutured with linen. The 
finger is maintained m flexion. On the fifteenth 
day the affected tendon is cautiously mobilized. 
This method is stated to reduce the duration of 
the treatment and functional disabilities. 

Surgical Treatment of Pulmonary Carcinoma 

R. Monod (Mem. Acad, de chir. 64:1326 [Dec. 
/] 1938) reports two cases operated on. He 
states that carcinoma of the lung is not uncom¬ 
mon, hut m hardy 1U per cent of the cases is 
the diagnosis made at a period at which surgical 
removal offers curative possibilities. Neverthe¬ 
less. the results of operation are encouraging. 
The pulmonary lymphatic nodes are involved 
only late, and the evolution of the carcinoma is, 
in general, slow. One does not think often enough 
of this condition, especially in cases of carcinoma 
of the smaller bronchi, which is not accompanied 
by very evident diagnostic signs and often is con¬ 
firmed only during exploratory thoracotomy. The 
technic described by Monod, cither for lobectomy 
or for pneumotomy. does not call for the tour¬ 
niquet or for ligation of large pedicles. Despite 
the additional operative difficulties he prefers to 
practice, as much, as possible, isolated ligature of 
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Everyday Surgery P»\ Lambert Rogers, M.Sc., 
F.R.C.S.. FRC^E F R \ CS . F.A.C.S.. 
and A. L. d \hreu M B. Ch.M.. F.R.C.S. 
Price. $4 75, Pp 292 wuh 161 illustrations. 
Baltimore - \\ illiam Wood & Company. 193S. 

T HE authors here hive endeavored to present 
what thej belirvi i- best »n modern surgery 
as applied to cvirwlav practice. Unusual 
features have bein omitted and the practical 
stressed. Prof G i>rt\ Turner contributes an 
excellent introduction He well points out that 
ir. this work manv will find a useful guide in 
emergencies or as a remembrance in time of 
stress. The work, while small, is replete with 
good material It will prove of exceptional value 
to student, intern, general practitioner and gen¬ 
eral surgeon alike. The authors emphasize the 
important factors in common surgery in the treat¬ 
ment of emergency shock, hemorrhages and the 
handling of surgical diseases of the hands, veins, 
rectum, appendix, gallbladder, genito-tirmarv 
system, breast, thyroid. bones, joints and nervous 
system The chapter on fractures and disloca¬ 
tions is concise and to the point There are 161 
clear line drawings illustrating the surgical points. 
There are some minor mistakes, which will un¬ 
doubtedly be rectified in later editions Impor¬ 
tant surgical guideposts are stressed. The small 
volume is extremely practical. The section on 
hand infections is allotted too little space, but it 
contains much worth-while information in the 
brief paragraphs. It is refreshing to see the 
general surgeon’s attention called to the gener¬ 
ous use of the stethoscope, especially in abdominal 
auscultation. This reviewer cannot agree with 
the statement that thromboangcitis obliterans is 
almost exclusive!} restricted to the male sex. 
The paragraphs on tendon sheath infections arc 
excellent. On page 58 it might have been well 
to include Perthes’ test- On page 60 only ligation 
is recommended in the operation for varicose 
veins. This would not seem to be sufficient. The 
vein should be divided and injected high up On 
page 76. in determining viability of the bowel the 
presence or absence of peristalsis and pulsation 
of the mesenteric vessels should be stressed. The 
statement that "ever} hernia requires treatment’’ 
should be augmented by the statement that direct 
hernia in most cases constitutes an exception. On 
page 81 the statement is made that peristalsis 
must be inhibited by withholding food and by 
the administration of morphia. In the light of 
recent studies, morphia if shown not to affect 
peristalsis. The admonitions on pages 83 and W 
a« related to complications for acute appendicitis 
arc excellent. The discussion on gaMro-cnteros- 
tomy on page 111 is well handled. StamschefTs 
gastro-cnteromia anterior oMiqua would fit 
in here nicch The statement on page 112 


that the anastomosis of the esophagus to the 
duodenum after total gastrectomy has been per¬ 
formed '‘without difficulty’’ is refreshing and be¬ 
speaks the great surgical skill of the authors. 
On page 177, where the open ether method j« 
recommended in Ludwig’s angina, if a skilled 
anesthetist cannot be obtained intravenous anes¬ 
thesia may be recommended 

D'Ahreu has done an excellent job of illus¬ 
trating this worth-while work. This reviewer 
predicts a warm response by the profession to 
this splendid work, and it is hoped it will appear 
in many editions. 

TnoRr.K 

Pye’s Surgical Handicraft. Edited by Hamil¬ 
ton Bailey. F.R.C.S. Eleventh edition 
Price, 21 shillings. Pp 512. with illustra¬ 
tions. Bristol. John Wright & Sons. 1930 . 

E LEVEX editions for any work is a compli¬ 
ment and recognition to be proud of. Hamil¬ 
ton Bailey, who has been editing this classic 
in the last decade, became very well known on 
the North American Continent through his nu¬ 
merous fine contributions to surgical literature. 
His editorship of this noteworthy work guaran¬ 
tees authoritative guidance. Multiple authorship, 
this reviewer feels, is in a measure a disadvan¬ 
tage; this instance offers an exception The work 
is very thorough and of immense value to med¬ 
ical students, general practitioners and all who 
arc entrusted with the pre- and postoperative 
care of patient*. Surgical nurses may well profit 
from perusal of the work. The illustrations are 
excellent .and bear tbc characteristic thorough¬ 
ness which embellishes all of Hamilton Bailey’s 
contributions to surgical literature The various 
contributions to complete this splendid work .arc 
authoritative. The index is comprehensive. The 
book should be in the library of every hospital, 
general practitioner and nursing home. 

T. 

Anatomic chirurgicale du crane et dc 
l’enccphale. Bv Charles Clave 1 ami Michel 
Latarjet. Price. 200 francs Pp 200. with 
151 illustrations Paris Horn fL Cic, 

193S. 

T HIS work deals with the surgical anatomy 
of the skull and brain It i« thorough and 
of grer* rn "-■•-"‘••-"nnnt t-r »•_ 

oral stirgcr 
gical opera 
five proeef 
chapters, 
ond of ccr 
the region 
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atic tissue are found reported in the literature; 
his includes partial resections and biopsy exci- 
tons. This intervention necessitates wide and 
miltiple incisions and entails the risks of air cm- 
lolism or of profuse hemorrhage. It is made in 
icpatic tissue the friability of which is well 
mown. 

Jasictiski’s patient was 33 years old. She suf- 
ered uncontrollable pain in the right hvpochon- 
Irium. At the time of laparotomy there was 
ound a circumscribed tumor of the liver, thought 
o he beginning carcinoma, but histologic exam- 
nation showed that it was a syphilitic gumma, 
excision of the mass was made. The liver edges 
vere reunited bv suture. Recoverv was unevent- 
ul. 

This diagnostic error is not uncommon. Thole 
n 1913 collected 29 cases. Several authors be- 
ieve that syphilitic gummas of the liver call for 
he knife if their presence entails serious dis- 
urbances. In the present case the therapeutic 
est for syphilis was not made. 

Victor Pauchet’s Contributions 

The contributions of Victor Pauchet to the 
irogress of surgery of the digestive tube during 
he last twenty-five years is discussed by Lar- 
knnois ( Rev. ile chir., Paris 57:469 [July] 193S). 
sot only did Pauchet distinguish himself in this 
ield, but he had also displayed manifold talents, 
itch as activities in the fields of invention, tendi¬ 
ng, etc. He was not only a great surgeon but 
.Iso a great investigator and a great teacher of 
urgerv. He was an acute observer and metiett- 
ously self-disciplined. He paid much attention 
o details of technic and of instrumentation. As 
i surgeon he was noted for painstaking exacli- 
ttde, which no doubt contributed to his outstand- 
ng success. He insisted that anesthesia, opera- 
ive material, postoperative care, each was an 
ndispensable element for success. Surgery owes 
urn much. 


Tropical Tetanus 

In the French colonies, in 1934, there were 
>86 cases of tetanus, with a mortality ranging 
rum 20 to 70 per cent. Dejou ( Rcx\ dc chir., 
'arts 57:582 [Oct.] 1938) reports nine personally 
ibserved cases of tropical tetanus. Serotherapy, 
ometimes in conjunction with intraspinal injec- 
loiis of magnesium sulfate, yielded remarkable 
esults as to sedation of the attacks and the 
;ood effects on contractures. Magnesium sulfate 
n these cases has a sedative action on the muscles 
itialogous to that of chloral or hot baths, but its 
iction is more thorough and more lasting. Dejou 
lutes that the virulence in these cases is not the 
a me in all geographic regions. The mortality 
aries also according to treatment and according 
o promptness of treatment 



Les retrecissements non cancereux de l’ce- 
sophage terminal. By Paul J. Botrcau- 
Roussel. Pp 130, with 20 illustrations. 
Pans Lihrairie Louis Arnctte, 1938. 

T HIS work on nonmahgnant strictures of the 
terminal portion of the esophagus is dedi¬ 
cated by the author to his chief Dr. Perard. 
surgeon to the Hopital Colombian! in Casablanca. 
It opens with a historical introduction, which is 
followed by a description of the frequency, geo¬ 
graphic distribution and circumstances under 
which strictures of the esophagus are observed, 
to he followed by excellent chapters on the ra¬ 
diologic examination, csophagoscopy, c\ olution, 
complications, clinical varieties, diagnosis, 
pathologic anatomy, pathogenesis and treatment 
of the disease The latter is augmented by a 
number of personal observations, and the work 
l closes with conclusions m which the author 
stresses that nonmalignant strictures of the lower 
portion of the esophagus, winch have in days gone 
by been considered rare, arc, as a matter of fact, 
relatnely frequent They may be readily diag¬ 
nosed by radiologic examination, and the well 
trained surgeon should be ahlc to remedy the 
condition surgically. White the pathogenesis of 
the disease is still not well understood and while 
it may occur as congenital or acquired lesions, 
the author deplores such terms as mega-esopha¬ 
gus, cardiospasm, phrcuospasm and esophago- 
spasm. The reason he cites is that that there is 
usually a correlation of these spasmodic condi¬ 
tions, with strictures So-called simple spasms 
arc, on careful examination, found to have an 
underlying etiologic factor. The lesions found 
at the inferior level of the esophagus do not al¬ 
ways appear alike. Patients who do not impro\c 
under simple dilation should he submitted to an 
exploratory laparotomy The physiology of the 
lower portion of the esophagus is ably discussed, 
particularly from the radiologic point of tiew, 
with special stress on the differences between 
such images and those described by Delong and 
Aimc. Proper treatment in these cases gi\cs , 
excellent results. The author discusses the proper 
position of the patient for operation He favors 
Heller's procedure. 

This book should be read and will prove of 
real value to all interested in diseases of the 
esophagus. The subject matter is well handled, 
ably presented and is worth while. A thorough 
bibliography and subject index complete the 
work. 
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JAMES RUTHERFORD MORISON 

James Rutherford Morison, M.B., LL.D. 
i Ivlin.). D.C.L. (Durh.). F.R.C.S.. died at Ncw- 
cristle-ou-Tyne. January 10, aged S6 years. He 
w.n educated in medicine at Birmingham and in 
Edinburgh. He began practice in Hartlepool, 
v. here lie became physician to the hospital. He 
studied for a tunc under Billroth in Vienna. 
After fifteen years of general practice he moved 
to Newcastle, where he was assistant surgeon 
to the Royal Infirmary and, from 1897 to 1913, 
full surgeon. 

Morison had an extensive surgical practice and 
was one of the earliest surgeons to limit himself 
to consultation work and to running private hos¬ 
pitals Dene House and Gresham House were 
two institutions with which he was connected. 
There were few fields of surgery in which he 
was not active. His name is associated with the 
operation of omentopexy for the radical cure of 
ascite*. and lie was one of the first to advocate 
treating a fractured patella by open operation 
and catgut suture. He is perhaps best known for 
his pioneer work in the surgery of carcinoma. 
He contributed much of value to surgical practice. 

In his later years lie became surgeon to the 
Sanderson Home for Crippled Children, where 
he did much orthopedic work. He was consult¬ 
ing surgeon to the Dental Hospital, and, after 
the war. to the Pensions Hospital, and was in¬ 
strumental in building up a modern surgical clinic 
in the war hospital at Newcastle. During the 
war. in search for an emergency antiseptic, he 
combined the paste of bismuth, iodoform and 
paraffin, which was widely used. 

Morison was a member of the British Medical 
Association. For a long period he edited the 
transactions of the Northumberland and Durham 


Medical Society. His writings include two vol¬ 
umes of collected reports entitled “Surgical Con¬ 
tributions,” his work “Introduction to Surgery” 
and the widely known “Abdominal and Pelvic 
Surgery for Practitioners." For years he was 
examiner for the University of Durham and for 
the Universities of Liverpool and Birmingham. 

In Morison's death surgery loses one of its 
great pioneers. 

-o- 

Dr. Antoine Beclere, honorary physician at 
the hospitals, of Paris, died on February 24, 1939. 
He was born in 1856 and graduated in 1882. He 
dedicated his studies first to radiology, in which 
he became the pioneer in France. He foresaw 
the clinical and therapeutic possibilities of this 
new science and became the head of a school of 
writing and an illustrious scientist, leaving ex¬ 
tensive researches on fibromas of the uterus, 
adenomas of the hypophysis and seminomas. His 
last days were devoted to research. 

—o— 

Prof. Serafino Belfanti died in Milan on 
March 5, 1939. He was born in 1860 at Castel- 
letto Ticino (Novara), was a pupil of the Med¬ 
ical Clinic of Turin, and in 1894 became an 
assistant in bacteriology. The following year he 
founded the Milanese Institute of Serotherapy, 
which became an important center for the study 
and preparation of biological products. He was 
named Senator of the Kingdom in 1934, and 
Chevalier of the Crown in 1936. He took part 
in the scientific work of Italy, added important 
contributions to the study of bacteriology and 
immunology and was accorded many distinctions 
in educational and medical fields. 


«<^l 




ISO 



Our Advertisers 


Abbott Laboratories, North Chicago, I!!.Outside back cover 

Anglo-French Drug Co. (U. S. A.). Inc., New York.Inside front cover and 

inside back con er 

P. Blakiston's Son & Co., Inc., Philadelphia.page VIII 

Cook County Graduate School of Medicine, Chicago. page \ III 

Curvlitc Products, Inc., New York.page \ II 

Hoffniann-La Roche, Inc., Nutley, N. J.page IV 

J. B. Lippincott Company, Philadelphia. . page X 

f'\ Mueller & Co., Chicago. . page IN 

Sobering Corporation, Bloomfield, X. J.page 11 


For The Devine Colostomy 



TWO NEW AND EFFICIENT 
SPUR CRUSHERS 

The Deuine Enterotomc has narrow, angiotribe 
jaws, strongly beveled and long enough to make 
a deep opening in the spur. The blades arc intro¬ 
duced separately, then joined by a pivot screw, 
and pressure gradually applied with the wing nut 
at the proximal end. Rustless steel 

The Oehsner-DeBakey Spur Crusher is of featherweight 
Duralumin. On rigid crossbars the jaws move with sta¬ 
bility, smoothness and evenly distributed crushing power 
Calibrations indicate the distance between the blades 
beneath the skin surface. Since the clamp projects but 3 
or 4 cm. above the skin surface, only an ordinary dressing 
is required and the patient feels no great discomfort 
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The Treatment of Fractures. By Charles 
I...eke Scu'Mer. A.Ik. Ph.B.. M.D.. F.A.C.S.. 

Consulting Surgeon to the Massachusetts 
Central Hospital. Eleventh edition, revised. 
Price. >12 net. Pp. 0)9, with 1,717 illustra¬ 
te.Philadelphia: W. B. Saunders Com¬ 
pany. l'C$. 

HE eleventh uhtion of Scudder’s "The 
Treatment of Fractures" is a thoroughly re- 
v !m d. modern, practical volume which should 
appeal to the specialist or general practitioner 
who I- confronted with a fracture problem. 
.Vuuttin eontrthutors have written special chap- 
t< r- on various phase*, of fractures and allied 
disorders Tin hook includes such important 
suhiect* a* hi.ilmg of fractures in health and 
di'ias.. !>irth fractures, epiphysial injuries, 
pathologic fractures, atul anesthesia. The sub¬ 
net matter I- modern down to the latest method 
of mating fractures of tin neck of the femur 
and a di'Cti'sion of the signihcance of injuries 
to tin nuerveruhral disks. 

The book is charlv writtni. lastly understand- 
ahl. attd will illustrtit. .1 Tin* practical aspects 
of tracture tv clinic, such as ttm rgcncv treatment, 
application of plaster ..f pans, types of iniillo- 
hili/ation, fixation. s-ir^irv and after-care tire 
handled well. Stmph pmcidures are not made 
to appear complicated imr ari complicated prob- 
hnis made to s tl in i.t*\ Niund surgical judg- 
iiiiiit b.is>d on a l.irgi fracture experience is eli¬ 
din' in the author's discussion. 

Ur Smdder has ohv mush evaluated the meth¬ 
od' advocated with functional end-results as his 
guiding standard. Fhis volume is a worthy con¬ 
tribution to ihe tracture library and is recom- 
triindid a' a dependable reference for sound 
clinical uiatiagvmen! of tracture problems. 

J CKO ME (]. FlMIKR. 

Cancer: Its Diagnosis and Treatment. By 
Max Cutler. M.D.; Franz Buschke, M.D.. 
and Simeon T. Cantril, M.D. Price. $10 net. 
Pp 757, with 536 illustrations. Philadelphia: 
W B Saunders Company. 193S. 

T ill preface of this worth-while volume 
"t..ti' ' The special jitirpose of this work is 

to m.iki acci-'sihk to the reader a clinical 
t va!t:..tio:i ..: the pertinent facts of the diagnosis. 

:g::o»:s and treatment of cancer as gleaned 
:::• •.•...r!d literature and reviewed in the 

kg'.:: of <i::r own experience." The statements 
■ ittid in pri-cniing have been well lived tip 
:>• ; ;• :r:■ .cxkor-. The writers refer the reader 
Wer-.'V! tornts of cancer, such as 

rerv..-!' -v-iem. works contributed 


by others—notably Harvey Cushing—while the 
profound student of histogenesis and detailed 
morphology of neoplastic transformations is re¬ 
ferred to the work of Ewing. The authors focus 
attention on the importance of early diagnosis of 
malignancy which is made or should be made by 
the general practitioner. It is to him that the 
work will greatly appeal. The text is easily 
readable. It lucidly describes malignancies as 
affecting various portions of the body: diagnostic 
points are stressed, and therapeutic indications 
outlined. It is not a unilateral text. The authors 
garner what they consider best front every branch 
of endeavor in treating malignancy. The illus¬ 
trations are well executed, the printing and bind¬ 
ing admirable, and the bibliography, comprising 
twenty-four pages, is exhaustive and furnishes an 
excellent guide. The authors’ index and complete 
subject index enhance the value of the work con¬ 
siderably. All in all, the authors are to be con¬ 
gratulated for a fine contribution to contemporary 
literature on malignancies. 

M. 


The Surgical Treatment of Hand and Fore¬ 
arm Infections. By A. C. J. Brickcl, A.B., 
M.D. Price, $7.50. Pp. 300, with 166 illus¬ 
trations and 35 plates, 10 in color. St. Louis: 
C. V. Mosby Company, 1939. 

L ET it be said at the outset that this work is 
a worthy successor to the late Allen B. 
Kanavel's work on "Hand Infections.” 
Brickel’s contribution is monumental. The or¬ 
dinary texts on infections of the hand arc con¬ 
fronted with difficulties of lucid presentation of 
the subject. This has been rendered compre¬ 
hensively understandable by the author by pre¬ 
sent ing a plan of superficial and deep dissections 
accompanied by instructive plates, and thus a 
complex subject is made more readily digestible. 
The introduction of the term "palmar foyer" is 
appropriate and to the point. The study by cross- 
sections through the paint of the hand is excep¬ 
tionally well presented. This all important sub¬ 
ject of hand infections, which has aroused much 
interest in modern times, has received a new im¬ 
petus and has aroused further interest by the 
excellent contribution of Brickcl. The spread of 
infections is ably described, and the treatment 
correlated in a masterly manner, based on ana¬ 
tomic studies. The color plates are beautifully 
rendered from both the artistic and the didactic 
(joint of view. This reviewer predicts a spon¬ 
taneous and continuous success of this very well 
worth-while contribution to contemporary sur¬ 
gical literature. 



M. T. 




In 20 seconds by your watch you 
can check local bleeding and con* 
tinue with the operation. From that 
time on a bloodless field‘gives you 
perfect visibility for surgical pro* 
cedures. 

A lipo-colloidal suspension of 
thrombin or fibrin ferment. Haemo¬ 
static Ercc, coagulates 20 times its 
volume of blood in 20 seconds. The 
process is entirely physiological, by 
combination of thrombin with fibrin¬ 
ogen and calcium always present in 
the blood. 


Merc contact with the bleeding 
point is nil that is necessary. All 
fresh blood coming to this surface is 
likewise quickly coagulated. 

This remarkable hemostatic has a 
wide field of application during sur¬ 
gical operations and to check hem¬ 
orrhage after tonsillectomy. All that 
is required is to steep a swab of 
gauze in the liquid and apply it to 
the bleeding area. 

Supplied in boxes containing six 
5 cc. or 20 ce. ampoules. Liberal 
samples to surgeons on request. 


HAEMOSTATIC ERCE 


The Physiological Hemostatic 
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•ke fourth the isthmus of the brain. concluding 
v.jth a description of the cerebrum. There are 
1*1 illustration*, Kl <if which are in color. The 
try*, is in largo >ype. instructive and up to date. 
Thu drawing' are not diagrammatic hut arc made 
from specimen' front the laboratory and are sup- 
pb. metttul by tutmc rou* x-ray studies made after 
tic blood vessels have been injected, therefore 
ad'ling much in the study of the topography of 
the ventricles, the cisterns and intracranial blood 
\a s'c!'. Xnt only neurosurgeons. hut also gen- 
»ral surgiotts, ns well as otolaryngologists and 
'.radical men interested in intracranial pathology, 
v.ill gain much from the perusal of this work. 

R. 

The Essentials of Modern Surgery. Edited 
In R. M. Handfield-Jones. M.C.. M.S.. F.R. 
(.8. and A. K. Porritt. M.A.. M.Ch.. F.R. 
(.' S. Price. ST Pp. 1.142. with 501 illus¬ 
tration'. P.ahimore: William Wood & Com¬ 
pany, IT'S. 

T 11F editorial hoard of this excellent work is 
composed of fifteen leading English clini- 
•tatt'. The printing and illustrations, as 
well the photography, are admirable. It is 
obvious that in the last decade there has been a 
tendency to o\ er'pectahration. In this work the 
'!>• entities are ably handled. An excellent chap¬ 
ter on h> rma i' contnhntcd hy Rupert Vaughan. 
Hud'Oti, winch is exceptionally well illustrated. 
The ("etnia! features of the work are repre- 
"tiii'l by didactic method of stressing the 
fundamental' of anatomy, physiology and pathol¬ 
ogy as particularly related to surgery. After 
.11. thi'c are the keystones on which good sur¬ 
gery is limit The authors state “ft is only hy 
b:ni ittig on sound foundations that men can he 
taught to think for iheni'ches and to avoid fall¬ 
ing into the dt plumbic habit of countless labora¬ 
tory in\ estimations without making some small 
»ft or: to arrive at the diagnosis on clinical 
gmaii F “ This concise work guides the student 
and thv 'enou'-mmded practitioner into wholc- 
' >m.e a\ i nue' of knowledge The forty-seven 
chapter' are brim full of up-to-date information 
v inch every 'virgeon should josnss. Surgical 
t*.civile' is not 'tres-eel or described uilly. The 
o-'., > no; intended as a text on surgical technic. 
;t pr:m..r:!y d.e.eK m the c"ent:.d> of modem 
"•rgery, m which undertaking the authors have 
t ■*rd'ly 'tteceedi 1 The ilhi'tr.-.tmns are well 
i ir.'tr”.c':\> and thi index thorough. 

\ 


Behandlung der offenen Briiche der langen 
Rohrenknochen mit Einschluss der Be- 
handlungsergebnisse. By DrAValter Ehalt, 
Price. 40 marks. Pp. 363, with 604 illustra¬ 
tions and 95 charts. Vienna t Wilhelm 
Mandrich, 1938. 

HIS book is a complete and masterful pre¬ 
sentation of the treatment of compound 
fractures. The author recommends careful 
and thorough debridement of all dead and de¬ 
vitalized tissues, primary suture of the wound, 
drainage through a separate incision, and com¬ 
plete. undisturbed immobilization of the fracture 
until bony union has occurred. He deplores the 
use of all foreign material: even catgut ligatures 
of bleeding vessels are avoided. No chemical 
antiseptics are employed in the wound, and even 
the prophylactic use of tetanus and gas gangrene 
antitoxin has not been necessary, A detailed and 
critical analysis of the author's cases is presented, 
and the excellent results obtained offer a strong 
argument in favor of the method of treatment 
recommended. 

Daniel H. Levinthal. 

English, German. French, Italian and Span¬ 
ish Medical Vocabulary and Phrases. 
By Joseph S. F. Marie. Price, $3. Pp. 358. 
Philadelphia: P. Blakiston’s Son & Co., Inc., 
1939. 

HF.VALIER JACKSON'S statement in the 
foreword, "All my medical life 1 have 
wanted just such a hook as this. It makes 
me sad to think of the thousands of weary hours 
tt would have saved me, hours spent in handling a 
clumsy stack of dictionaries of different lan¬ 
guages," is at once subscribed to by all who have 
the opportunity to see this excellent contribution 
to contemporary medical literature. One wonders 
why this work has not been produced sooner. 
7 rue. there arc medical dictionaries in various 
languages, hut they certainly do not serve their 
purpose as thoroughly, as succinctly, as docs this 
present volume hy Joseph S. F. Marie. 

While the volume is of incalculable value to 
every medical man in every specialty, it is in¬ 
dispensable to those who have only a superficial 
knowledge of languages, who are eager to trans¬ 
late. properly, articles written in foreign lan¬ 
guages and to all progressive physicians. The 
forma* is handy, the printing excellent, the bind¬ 
ing attractive. This handy volume should he in 
the library of every hospital, teaching institution, 
general practitioner and progressive medical man. 

M. T. 
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GENERAL INFORMATION 


T HE Journal of the Interna¬ 
tional College of Surgeons is 
published for the time being 
under the auspices of the United 
States Chapter of the International 
College of Surgeons, for the advance¬ 
ment of surgery and as a medium of 
publication for reports of research, 
clinical observations and experimen¬ 
tal work in surgery, as well as to ac¬ 
quaint members of the International 
College of Surgeons throughout the 
world of its activities. 

Ownership: The Journal of the 
International College of Surgeons is 
a nonprofit publication owned and 
published by the United States Chap¬ 
ter. 

Material: Scientific articles and 
communications on matters of surgi¬ 
cal and related interests are invited. 
These must be submitted to the Edi¬ 
torial Board, which reserves the right 
to reject any material deemed unsatis¬ 
factory. All manuscripts are subject 
to editorial modification. 

Scientific Papers: The publication 
of scientific papers in the Journal 
is not limited to the Members and 
Fellows. Any surgeon may submit 
original contributions, which will be 
considered by the Editorial Board for 
acceptance. Thus, while the Jour¬ 
nal is the official organ of the Inter¬ 
national College of Surgeons, it is 
also an open forum for the expression 
of contemporary surgical advance¬ 
ment, thought and research. There is 
no discrimination as to those who 
may submit original papers; it is the 
scientific value of the contribution 
that determines its acceptability for 
publication. 

Article I, Section V, of the Consti¬ 
tution of the College reads: 

“It is strictly non-sectarian and 
non-political; it is decidedly against 


arbitrary restriction of merit and is 
free from prejudices, and will recog¬ 
nize the SURGEON and his accom¬ 
plishments, and will not be influenced 
by his financial, political and other 
irrelevant status.” 

Exclusive Publication: Original ar¬ 
ticles are accepted with the under¬ 
standing that they are contributed 
only to the Journal of the Interna¬ 
tional College of Surgeons. 

Manuscripts: All correspondence 
relating to the submission, accept¬ 
ance, rejection or publication of man¬ 
uscripts, as well as books and mono¬ 
graphs for review, programs and re¬ 
ports of proceedings of societies and 
general communications should be ad¬ 
dressed to the Editorial Office, 850 
West Irving Park Boulevard, Chi¬ 
cago, Ill., U. S. A. Except where spe¬ 
cial arrangements are made, return 
first-class postage must accompany 
manuscripts. Otherwise this office 
cannot be held responsible for the 
material sent. 

All manuscripts must be typed, 
double-spaced, on one side of stand¬ 
ard manuscript sheets; the left mar¬ 
gin should be 1J4 inches in width to 
permit proper editing. Manuscripts 
should bear the address of the author. 
No manuscript will be accepted for 
publication without consideration by 
the Editor-in-Chief and the approval 
of the Editorial Board. 

Two carbon copies should accom¬ 
pany the original paper. A summary 
must be given at the end of the ar¬ 
ticle. 

Contributions in a foreign language 
should be sent to Prof. Rudolf Nissen. 
Divanvolu. 105, Ortakbv, Istan 
T urkey. 

Anonymous contri 
and all sorts will not 
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THESIA 

Your patient’s safety and the success of your opera¬ 
tion require these 5 essentials in the drug used for 
spinal anesthesia: 

1. Maximum Safety. Labat used NEO- 
caine for 17 years without a single 
death. 

2. Lowest Toxicity. Intraspinous injec¬ 
tion of NEOcaine in frogs prove it to 
be the drug of lowest toxicity. 

3. Complete Relaxation. NEOcaine pro¬ 
vides perfect anesthesia with complete 
muscular relaxation, thus creating an 
ideal operative field which allows the 
surgeon greater freedom of manipula¬ 
tion. 

4. Simple Technique. The use of NEO¬ 
caine offers the simplest of all methods 
of Spinal Anesthesia. 

5. Quick Recovery. Postoperative shock, 
headache and nausea are reduced to 
the minimum when NEOcaine is used. 

Three quick steps complete Spinal Anesthesia with 
NEOcaine. First, lumbar puncture is performed. 
Second, the spinal fluid drops directly into the ampoule, 
dissolving the pure crystals. Third, this solution is in¬ 
jected slowly and the patient placed in the Trendelen¬ 
burg position for three hours. 

NEOcaine is supplied in boxes containing 10 am¬ 
poules of 0.05, 0.08, 0.10, 0.12, 0.15, 0.20 and 0.30 Gm. 
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ANESTHESIA IN THE UNITED STATES NAVAL 
SERVICE* 

REAR ADMIRAL ROSS T. McINTIRE, M.D., F.A.C.S., FJ.C.S., 
MEDICAL CORPS, UNITED STATES NAVY 

Surgeon General of the United States Navy 
Washington, d. c. 


T HE Naval Medical Service is natu¬ 
rally keenly interested in finding a 
proper form of anesthesia which 
will meet all the peculiar needs of that 
service. It is an established fact that 
naval surgery is seldom extensive at the 
scene of action. In fact, in all naval en¬ 
gagements there is little opportunity to 
do more than give first aid to the 
wounded. When the engagement les¬ 
sens, the wounded are collected and 
moved to the battle dressing stations, 
where operative procedures may be car¬ 
ried out. Analgesic agents are freely 
administered in this phase of activity. 
As is well known, there is no more ef¬ 
ficacious drug than morphine or some 
of its derivatives. Anesthesia then is 
delayed until operative measures can be 
instituted and performed in the safety 
of the operating room or dressing sta¬ 
tion. 

The medical division of a ship must 
be prepared to render all possible aid to 
the wounded. It must be prepared in 
all the practical procedures of induction 
anesthesia and analgesia, so that life¬ 
saving operations may he speedily man¬ 
aged and shock-producing wounds may 
be quickly and mercifully handled. 
There is no greater stimulus to fighting 
morale than the reassuring knowledge 
that quick and efficient analgesic agents 
are available for the control of pain. 
The fighting courage of brave men will 
weaken and finally be exhausted by the 
unbridled strength of pain. The sight 
of shipmates stricken and in agony from 
wounds will destroy the morale of any 
gun crew. 

* Read at the International Scientific Assembly « 
Ma> 22, 1030 


In the preceding paragraph I have 
discussed the problems met in battle 
conditions. We have, of course, in our 
naval hospitals the same problems in 
anesthesia that confront any civilian 
institution. Consequently, our anesthe¬ 
sia needs are similar and need no further 
comment. 

The second class of anesthesia service 
takes in the ship on detached duty in 
peacetime. Here is a distinct and separate 
problem, one where the ship's surgeon 
may find himself in the position of 
anesthetist. Therefore we must find a 
comfortable and efficient anesthesia, 
which will approach as near as possible 
one hundred per cent safety. 

In the following paragraphs I shall 
discuss briefly the advantages and dis¬ 
advantages of various agents and shall 
attempt to draw a conclusion as to 
which of these best meets our need. 

ANESTHETIC AGENTS 

All surgeons arc familiar with the 
general acclaim over the great conquest 
of surgical pain when ether and chloro¬ 
form vied with each other for first place 
in popularity. In those early days little 
attention was paid to the morbidity or 
deaths due to anesthesia. Chloroform, 
pleasant and quick in action, was a great 
European favorite and at one time bade 
fair to replace ether in America. How¬ 
ever, when close attention was given to 
mortality from anesthesia, ether gained 
a rapid ascendency, and chloroform lost 
greatly in favor, especially when it was 
proved that there was a great deal of sec¬ 
ondary visceral damage ,-jrticularly to 
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of anesthesia. The use of helium gas 
combined with nitrous oxide and oxygen 
is being given, a thorough investigation 
and seems to have a definite place in 
cases in which there are difficult or ob¬ 
structive respiratory conditions. It is 
well known that helium has a place in 
the therapy of bronchial asthma. He¬ 
lium is an inert and extremely light gas 
which diffuses rapidly through the bron¬ 
chioles and alveoli and allows a higher 
oxygen concentration in the tissues. 

The field of spinal and local anesthesia 
will now be considered. On shipboard 
these two methods are especially adapta¬ 
ble. The surgeon anesthetist must be 
thoroughly trained in regional anesthe¬ 
sia, which includes all lesions of the 
head, neck, body and extremities. Com¬ 
plete field block of the scalp can be ac¬ 
complished to take in all superficial 
wounds of the scalp, and craniotomy can 
also be performed by this method. The 
pericranium and periosteum are not in¬ 
jected, as the bones of the skull are in¬ 
sensitive and may be drilled, sawed or 
cut without painful sensation. The 
paths of all regional nerves of the head 
can be blocked. Wounds of the face and 
neck are easily blocked by similar meth¬ 
ods across the paths of the regional 
nerves. Practically all surgical inter¬ 
vention on the thorax can be accom¬ 
plished by the combination of paraverte¬ 
bral and intercostal block and subdermal 
infiltration. The lungs and heart are 
not sensitive, and the parietal pleura and 
pericardium, though sensitive to trac¬ 
tion. may be blocked by direct infiltra¬ 
tion of the exposed pleura or pericar¬ 
dium around the operative zone. 

For major wounds below the dia¬ 
phragm, spinal anesthesia is satisfactory 
when shock and hemorrhage are not 
serious factors. Combination of ab¬ 
dominal field block and low light spina! 
analgesia will permit full abdominal ex¬ 
ploration. Supported by concurrent 
intravenous infusion of dextrose, so¬ 
dium chloride or blood, this procedure 


is very safe. Penetrating and major 
upper abdominal wounds may require 
supplemental inhalation anesthesia, with 
regional block of the portion of the 
upper abdomen. Abdominal field block- 
combined with anterior splanchnic 
anesthesia, by direct suhperitoneal in¬ 
filtration made along the paths of re¬ 
gional sympathetic nerves, will give 
adequate surgical anesthesia, with re¬ 
markable relaxation and quietness of 
the abdomen and the greatest safety. 

For all types of fractures and disloca¬ 
tions, local anesthesia is adaptable, ex¬ 
tremely satisfactory, and safe in all de¬ 
vices. It is attained with surprising ease 
by regional blocking of sympathetic 
nerves and intramuscular injection of 
procaine into the bellies of the involved 
muscles. The "fracture hematoma" at 
the site of fracture is not entered. 
Analgesia and muscular relaxation are 
obtained within five to ten minutes and 
persist for two or four hours after re¬ 
duction. For major fractures and dis¬ 
locations of the upper extremity, 
brachial anesthesia is excellent for close 
and open reductions. Low spinal anes¬ 
thesia is the method of choice for frac¬ 
tures and dislocations of the pelvis or 
femur and major tibial fractures. 

Cases of traumatic wounds involving 
severed tendons and nerves arc excel¬ 
lent cases for the use of local anesthesia. 
Identification of tendons, nerves and 
important structures is made easier witli 
this method, and the extent of functional 
recovery may be directly noted. 

For all the purposes just stated, local 
infiltration and injections of a 0.5 per 
cent solution of procaine combined with 
epinephrine are employed. 

In spinal anesthesia, procaine, never 
exceeding 1 mg. for each pound of body 
weight, is used, and should metycainc 
be the drug, 10 to 25 per cent should he 
deducted from the dose of procaine. 




On federal airways lh* radio directional 
beam* or* *horf-wor* signals which or* 
usually received by/he piiof in the form of 
sound. The dots and dashes which come 
info /he pifof'* eorphont* spell respectively 
the letters "A" f • — ) and "N" ( — • ). 
When the pilot is flying "on cour**" h* 
hear* both signals, but they interlock to 
form a steady hum. If he stroyt to one side 
he hears the letter "A", on fh* ofher the 
letter "N" indicating fhof h* is "off course/' 
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SUMARIO 

La anestesia ett el seruicio naval de los 
Estados Unidos 

El anestesico selecto para los barcos 
durante tiempo de guerra es procalna 
para las anestesias locales v cloroformo 
para las anestesias por inhalacion. 
Durante el tiempo de paz la seleccion es 
procalna. En los acorazados 6 cruceros, 
anhidrido nitroso combinado con. oxi- 
geno es muy usado; pero no es recomen- 
dado en barcos mas pequenos. El uso 
de analgesia, combinada con local y 
anestesia spinal, es recomendada como 
el metodo a escoger en cirugla naval. 


FtrASSUNTO 

Ancstesia ncl servizio navalc degli 
Stati Uniti 

L’anestetico di scelta per navi in 
tempo di guerra e procaina per anestesia 
locale e cloroform per anestesia d’inhala- 
zione. In tempo di pace 1’anestetico di 
scelta e procaina. On navi di battaglia 
ed incrociatorin NjO combinato con os- 
sigeno e molto utile ma non applicabile 
nelle navi di minore volume. L’uso di 
analgesici combinato con anestesia locale 
o spinale c raccomandato come metodo 
di scelta nella chirurgia navale. 
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the “typical white bile" is a well 
balanced dialysate, conforming in its 
general composition and mineral char¬ 
acteristics to natural balanced dialysates 
and products obtained by dialysis of the 
plasma through membranes (goldbeat¬ 
ers’ skin, collodion bags, etc.). 

Although the dialytic composition is 
identical, these fluids may present vari¬ 
ous aspects: Persistent epithelial islands 
may produce a mucus which clouds and 
thickens the retained liquid; or when 
some communication with the liver is 
maintained, the biliary pigment stains 
the dialysate, giving it a greenish color. 

As a result, three types may be dis¬ 
tinguished : first, pure well balanced dia¬ 
lysates from the biliary ducts, which fur¬ 
nish the typical or pure white bile; sec¬ 
ond, well balanced dialysates contami¬ 
nated with mucin of epithelial origin 
(white bile contaminated with mucus 
cells), and, third, stained well balanced 
dialysates (pseudobiliary fluids). 

Clinical, histologic and chemical data 
are in agreement with this classification. 
Clinical experience shows that in pa¬ 
tients operated upon there has always 
been found a complete mechanical ob¬ 
struction to the passage of bile. The 
gallbladder has invariably proved in 
such cases to be dilated, wrinkled, 
leathery or dried. 

Tissue examination, in turn, offers 
corroboratory data: In the purest types 
of white bile the lining of the gallblad¬ 
der is completely lacking or only a few 
islands are left: the cells are of the pave¬ 
ment type; the subnmeosa and the sub- 
serous tissue become fattened and 
necrosed, transforming the gallbladder 
into a fibrous sac comparable to a col¬ 
lodion bag. In each case a careful in¬ 
vestigation shows an acute, subacute or 
chronic inflammatory process, whether 
past or present. On centrifugation white 
bile gives in some cases a precipitate 
consisting of polynuclear cells. In other 
instances a fibrinous exudate covers the 
gallbladder. The presence of a leuko¬ 


cytic congestion and infiltration attests 
the inflammatory nature of the disease 
process in other cases. 

Chemical findings also bear out the 
classification just given. In the pure 
types, the puncture fluid is clear or 
slightly opalescent, rarely clouded by 
suspended elements; its consistency is 
fluid, not threadlike; the specific gravity 
varies between 1.006 and 1.007; albumin 
and mucin are absent. All this agrees 
with the nonexistence of an open inflam¬ 
matory process and with the complete, 
or almost complete, disappearance of the 
lining of the sites in question. Mineral 
substances recovered from ash reach a 
proportion of 8.50 as in the blood and 
humors from which they are derived. 
The chlorides, calculated as sodium 
chloride, are between 7.4 and 8 mg. per 
thousand cubic centimeters. The char¬ 
acteristic constituents of the biliary se¬ 
cretion (cholesterol, pigments and salts) 
are lacking, or only traces of them are 
found; the urea follows the curve of the 
blood urea value. Sugar is present in 
amounts varying from 0.8 to 0.12 mg. 
per liter. 

In the second type the dialysate 
structure is not lost, but the fluid con¬ 
tains protein and mucin: 1 Gm. of the 
former and variable amounts of the lat¬ 
ter. Biliary elements are lacking or 
very scarce. Chlorides are decreased, 
owing to the action of the colloids, ac¬ 
cording to the laws governing natural 
dialysates or because of the existence of 
a mild inflammatory process. 

Greenish fluids have a different com¬ 
position: they are always dialysates 
mixed with bile, and are called "pseudo¬ 
bile." Tile mineral elements, fixed ele¬ 
ments, chlorides and specific gravity 
recall in their proportions the cor¬ 
responding blood values. 

Although the composition of the vari¬ 
ous types of white bile is known, its 
origin remains to he explained. While 
there is no generally accepted explana- 
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Avertin combined with amvlene hy¬ 
drate is employed as a basal anesthetic, 
to be supplemented by some general or 
local anesthetic. Given slowly as an 
enema in a patient’s bedroom, twenty 
minutes before operation, it produces 
sleeplike unconsciousness rapidly and 
quickly. There is no excitement, and 
the preoperative apprehension is quickly 
dispelled. Contraindications are severe 
organic lesions or dysfunction of the 
liver or kidneys, severe cardiac disease, 
enteritis, ileus, tumors of the colon, 
lesions of the rectum, sepsis, shock and 
grave cachexia. 

Intravenous anesthesia has been given 
a great deal of space in the public press, 
.as well as in professional channels, dur¬ 
ing the past few years. The soluble 
barbiturates have been found to be use¬ 
ful in this field when short operative 
procedures arc indicated. However, one 
must realize clearly that when given by 
intravenous injections they must be 
classified as noncontrollablc anesthetic 
agents because of their nonvolatile char¬ 
acter. They are, however, rapidly de¬ 
toxicated and approach in a sense the 
controllable type of anesthetic agent. 
This is especially true when they are in¬ 
jected slowly by the fractional dosage 
method. The most popular are pento- 
thal sodium, evipal soluble, sodium 
amytai and pentobarbital sodium. They 
should be injected intermittently and 
slowly, usually at the rate of 1 cc. per 
ten seconds until unconsciousness oc¬ 
curs. The average dosage is 3 cc. in 
thirty seconds. The injection is then 
stopped for thirty seconds, after which 
the remainder of the required dose is 
given intermittently. The duration of 
anesthesia averages from fifteen to 
twenty minutes. The contraindications 
are organic disease of the liver, inflam¬ 
matory processes of the throat, sepsis 
and definite hypotension. Intravenous 
anesthesia is rapid and pleasant, with 
natural sleeplike unconsciousness. 

A new agent has come into the field 
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drawn as to whether the mucosa of the 
gallbladder produces the secretion. 

Hammarsten's patient work and, as 
already mentioned, also that of Peyton 
Rous and MacMaster, must be credited 
with the details of the present physio- 
pathological knowledge of the gallblad¬ 
der. One has learned about its absorbent 
power, demonstrated through the com¬ 
parative study of the bile collected in 
the hepatic duct as it emerges from the 
liver, and that removed from the gall¬ 
bladder itself. One now realizes its 
extremely rapid absorptive power in 
some cases. In one experiment, 50 cc. 
of bile entered the gallbladder and was 
reduced to less than 5 cc. in twenty-two 
hours. Through its mere passage 
through the organ the bile becomes con¬ 
centrated. In one experiment, consist¬ 
ing of placing a cannula in the base of 
the organ, the bile recovered was five 
times smaller in volume. Inflammation 
reduces or impedes absorption. The 
mucous membrane, through its secretion 
of mucin, cooperates in the thickening 
process of the bile. Nothing like this 
happens in the ducts, where this mate¬ 
rial is not produced; on the contrary, 
their fluid secretion thins out the bile 
and makes it less viscous. 

When a ligature is applied to the main 
duct and the gallbladder is excluded, a 
colorless fluid appears a few days later 
in the ducts. This is the white bile. It 
contains no bile pigments or salts or 
cholesterol, and hardly resembles bile at 
all. The bile secretion has Ixten stopped 
bv the considerable increase in pressure 
(300 mm. of water) within the duct 
system. 

If the gallbladder is healthy and is not 
shut out, the results are completely dif¬ 
ferent. The retained bile is transformed 
into a very thick, dark green product, 
which gathers in the bladder and ducts 
and after a few weeks assumes a tarlike 
consistency through the action of the 
biliary system. In this case there arc 
antagonistic functions, if one wishes to 


put it so, as the ducts tend to render the 
bile more fluid and the bladder tends to 
thicken it. This conflict terminates with 
the triumph of the ducts over the blad¬ 
der, the final product having but slight 
density. 

Another type of white bile produced 
by a different mechanism has been men¬ 
tioned. When the liver cells of a dog 
are injured by chloroform poisoning, a 
colorless, clear fluid is discharged by the 
cells, the true secretion being sup¬ 
pressed. White bile of this type may 
occur in man as a sequel of hepatic dis¬ 
ease. The conclusion derived from these 
facts is that the gallbladder cannot re¬ 
tain any fluid without absorbing it. 
Neither can it produce white bile while 
it remains healthy and retains its physio¬ 
logic function. 

If the epithelium is injured, damaged 
or totally or partially destroyed, the 
situation changes completely. White 
bile from the common duct and that 
from the gallbladder are alike, but 
neither represents epithelial secretion. 
Injury to or disappearance of the gall¬ 
bladder lining favors white bile forma¬ 
tion. An epithelium may be injured, 
damaged or destroyed by physical, 
chemical or biologic agents, and, among 
the last, infection is the most prominent. 
Two of MacMaster’s dogs, prepared 
through ligation of the common duct to 
furnish green bile, gave white bile, but 
in both animals infection was present. 
Mocquot considered empyema of the 
gallbladder as essential to white bile 
formation. Aschoff and Bacmeistcr 
have asserted that gallbladder dropsy is 
preceded by an inflammatory condition. 
Kummel reached the same conclusion, 
and Gosset and Mestrczat have agreed 
in this. The almost complete absence 
of sugar, the decrease of bile urea in 
relation to blood urea, and the weak 
alkalinity of these fluids are chemical 
reasons carrying considerable weight in 
forcing acceptance of the.prescnce of an 
infection or changes on the part of 
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rien fiber ihren Ursprung werden be- 
sprochen. In diesen Fallen ist ein 
akuter, subakuter Oder chronischer 
Entzfindungsprozess im Gange und eine 
Entfernung der Gallenblase ist ange- 
zeigt. 

SUMARIO 
Bilis blaitca 

Cuando los conductos biliares estan 
obstruidos, un fitiido es observado en la 
operacion variando de claro a ligera- 
niente turbio y viscoso, y verdoso en 
algunos casos. Esto es una dialisis san- 
guinea bien balanciada. Teonas con 
respecto a su origen se estan discutiendo. 
En tales casos un proceso agudo, sttba- 


gudo 6 cronico inflamatorio esta pre- 
sente, y extirpacion de la vesicula biliar 
esta indicada. 


riassunto 
Bile biatica 

Se i condotti bileari sono otturati. 
all’operazione si puo osservare un li- 
quido che varia da chiaro a leggermentc 
torbido e viscoso e verdastro in alcuni 
casi. Questo e un dialisato del sanguc 
che e bene bilanciato. Teorie sulla sua 
origine sono indagate. In questi casi un 
processo infianimatorio acuto. subacuto 
o cronico e presente ed ablazione della 
cisti fellea e indicata. 
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A MONG the very few surgeons who 
practiced gallbladder surgery in 
Mexico thirty years ago were 
Dr. Ulises Valdes, who died last year, 
and Dr. Gabriel M. Malda. I had the 
privilege of acting as assistant to both 
during my last years as a student, and 
in this capacity I helped in numerous 
operations on the biliary tract. After 
graduating, I performed a number of 
choleeystostomies and cholecystectomies 
between 1917 and 1927, and also aided 
the aforementioned professors in about 
a hundred such operations. Later, dur¬ 
ing mv visits to Mexico Citv in 1932, 
L>35 and 1936, and in the past three 
months of this year (1939), I have ob¬ 
served. when not aiding. Professor 
Malda performing new operations, and 
we have often exchanged ideas on the 
subject of this paper. 

Since we first became interested in 
biliarv surgerv. Dr. Malda and I have 
continued to study this subject, as our 
attention, as well as that of other sur¬ 
geons, has been attracted by the pres¬ 
ence. in gallbladders operated upon, of 
a clear fluid resembling rock-filtered 
water. While this appearance prevails 
in the majority of cases, in others the 
fluid is lightly turbid and viscous, and 
in rare instances it has a greenish color, 
similar to that of bile. 

The investigations made in Dr. 
Malda's sanatorium at different times, 
under his direction, confirm those of the 
authorities cited in this paper, and bear 
out the views expressed further on. 

COMPOSITION' 

The fluid mentioned, known as "white 


bile,” exists when an intrinsic or extrin¬ 
sic object blocks the bile ducts. 

It was first thought that the storing 
up of bile in the biliary ducts brought 
about the secretion of this white bile by 
stimulating the epithelium. The promi¬ 
nent French surgeon Terrier denied 
such a possibility, pointing out that true 
secretions are originated by the activity 
of specialized epithelia. Chemical proc-~ 
esses endow these secretions with a con¬ 
stitution very different from that of 
blood; in the former are present spe¬ 
cific products which cannot be found in 
the latter. The mineral elements are in 
different proportions in a secretion than 
in the blood, owing to the fact that 
glandular action changes the respective 
relations of ions. 

Various products of similar mineral 
composition are derived from the blood 
by purely physical mechanisms (such as 
exudate and transudate), as proved by 
the amount of chlorides and by the total 
ash content. These “serates” or serous 
fluids are characterized by a consistent 
amount of the chlorine anion, which is 
analogous, 'when not equal, to that of 
the blood. 

Biliary stasis causes an interchange 
with the blood through the normal or 
damaged epithelia of the gallbladder 
and through the desquamated and al¬ 
ready fibrous Avails of the ducts. This 
dialytic phenomenon culminates in the 
transformation of the bladder contents, 
the bile being replaced by a balanced 
blood dialysate. 

The blood, through the various 
mechanisms mentioned, may form se¬ 
rates, balanced dialysates and true secre¬ 
tions. Chemical examination shows that 
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that the specific cells of the endometrium 
are in a constant state of flux during the 
whole of the sexual life, and that they 
are regulated by the ovarian hormones. 
It is known that every function of the 
body is under control of something else, 
and that controlling factor is usually a 
hormone; and that these hormones are 
subject to an increased or a depressed 
output, as the result of a legion of causes 
which operate front within and without; 
and one must understand that all gland 
aberration is in the nature of an accom¬ 
modation to a change in environment, 
and whether that change is in the re¬ 
mote environment or in the immediate 
internal milieu surrounding the cell is 
a matter of degree and not specificity. 
Excessive action and deficient action of 
the glands which control function are 
the two specific ways in which they 
modify their influence. The uterine 
wall, as distinguished from the endome¬ 
trium, has three component tissues. 
They are muscle, connective tissue (in¬ 
cluding elastic tissue) and endometrial 
stroma cells. It is impossible to state 
at the present how much and to what 
depth the stroma cells of the endome¬ 
trium normally pervade the uterine 
parietes. But in a vast majority of 
cases in the sexual age there is a dif¬ 
fuse ramification permeating between 
the muscle bundles into finer and finer 
branches, as one recedes from the basal 
layer of the endometrium. Under abnor¬ 
mal endocrine conditions the specific en¬ 
dometrial elements pervade the uterine 
wall to a definitely pathologic degree, 
and this pervasion may he, and usually 
is, composed of both stroma and glandu¬ 
lar elements, or (and this is the chief 
interest of this paper) it may be com¬ 
posed of stroma cells only. In this re¬ 
spect it has been indistinguishable from 
sarcoma of the uterus. When both en¬ 
dometrial elements invade the uterine 
wall, these may function simultaneously 
and similarly to the normally situated 
endometrium, and thus in this condition 


there is a distinguishing gross feature. 
But the stromatous invasions never re¬ 
spond to the menstrual cyclic changes, 
so that in this feature also their resem¬ 
blance to sarcoma is enhanced. 

STROMATOUS INVASIONS 
Stromatous invasions of the uterine 
wall may be diffuse and cause no loss of 
uterine symmetry, or they may be local, 
giving rise to a definite tumor, causing 
loss of symmetry and on bimanual ex¬ 
amination closely simulating fibroma, 
for which they are almost invariably 
mistaken. The invasion extends along 
the lymphatic channels, between the 
muscle bundles of the uterine wall; and 
even in their most rapid forms of 
growth, though they invade the lym¬ 
phatic and venous channels, they do not 
destroy the other tissues but merely 
crowd them aside. The lymphatic lin¬ 
ings are mostly intact, even though the 
lumen is filled with an invading growth. 
The same applies to the venous vessels, 
though venous invasion is much less 
common than lymphatic invasion. When 
the endometrial growth progresses 
along a vessel, whether lymphatic or 
venous, it usually carries its own blood 
supply. In the diffuse types (endometri¬ 
osis) the growth may pervade the whole 
depth of the uterus and invade the lym¬ 
phatics of the broad ligament, and by 
direct continuity extend beyond the pel¬ 
vic limits. The new growth may give 
the lymphatics of the broad ligaments 
the appearance of thick ropes extend¬ 
ing to the pelvic wall, and on opening 
the invaded channels one can roll the 
growth out as a worm from its bed. 
The type of component cell is that of a 
small round-cell sarcoma. But the Wood 
vessels are the normal thick-walled ves- 
ses of the imaded tissue, or thin-walled 
vessels ns 
sue, and,; 
fixed tiss 
aside or s 
types of 
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lion, opinions may be advanced which 
will approximate the truth. 

ORIGIN 

The tir-t experiments were made by 
Mocquot on clogs and guinea-pigs: 
Ouenu experimented on man, Aschoff 
and Bacmeister on dog's. Yohida on cats 
and guinea-pigs. Petrescu on two dogs. 
All these workers produced by ligation 
of the cystic duct the drying up of the 
gallbladder with thickened bile, but 
without white bile formation. 

Then came the experimental work of 
Peyton Rous and MacMaster. Operat¬ 
ing on dogs, they isolated, between two 
ligatures, a portion of the common duct, 
and observed in twelve days distention of 
the ligated part and the presence in it 
of a colorless, mucilaginous fluid having 
every appearance of white bile. This 
sterile fluid contained neither biliary 
salts nor pigments. A small globe con¬ 
nected with the isolated fragment and 
included with it in the abdominal cavity 
permitted collection of the fluid for 
microscopic analysis. Its constitution 
was then determined and proved similar 
to that of white bile. Gosset and \Y. 
Mestrezat repeated these experiments in 
association with Loewy and Mile. M. 
Janet and reached the same conclusions. 

[MacMaster and Peyton Rous, while 
studying obstructive jaundice in dogs, 
observed that after some time the 
blocked ducts filled with a fluid free 
from pigment and biliary salts, that is 
to say, with white bile. In the opinion 
of these workers, this colorless fluid was 
secreted by the membrane lining the 
ducts: that is. they accepted it as a se¬ 
cretion and. furthermore, as a normal 
'ecretion of the bile ducts. They be- 
he\ ed that this fluid replaces the bile 
secreted by the liver cells when the 
normal secretion is no longer discharged 
into the ducts. 

Such theories do not agree with de¬ 
velopments in the gallbladder on which 
opinion is unanimous. Ligation of the 


cystic duct does not produce white bile. 
Is this due to inability of the epithelium 
to secrete it according to MacMaster's 
and Peyton Rous' ideas? The answer 
must be in the negative, since neither the 
gallbladder nor the duct lining has this 
property. White bile, in the most au¬ 
thentic cases, exhibits a chemical com¬ 
position failing by far to conform to 
the characteristics of a specific cellular 
secretion derived from any glandular 
activity whatsoever. Peyton Rous’ 
white bile from the common duct is 
identical with the white bile yielded by 
a gallbladder already considerably dam¬ 
aged and reduced to a fibrous wall still 
provided with capillary vessels. 

It may be assumed that the appear¬ 
ance or nonappearance of white bile is 
caused by certain anatomic or physio¬ 
logic conditions of the biliary system— 
conditions which should be looked for 
in order to solve the problem. 

No one discusses the concentration, 
mucus secretion and bile storage tunc- 
tions carried on by the gallbladder. It 
is known that gallbladder bile may be 
ten times as concentrated as that taken 
directly from the hepatic duct. Water 
and inorganic salts are absorbed by the 
bladder walls and passed on to the 
lympathic ducts and the blood vessels. 
The absorbed fluid becomes similar in 
composition to normal saline solution 
because, in ordinary conditions, only 
small quantities of biliary pigments, 
biliary salts and cholesterol are ab¬ 
sorbed. It is still open to discussion 
whether cholesterol is produced by the 
gallbladder mucosa. This theorv is 

o v 

given support by those gallbladders the 
connective tissue of which is impreg¬ 
nated with the aforementioned lipoid, 
cholesterol, exhibiting the disturbance 
called “cholesterosis of the gallbladder/’ 
or. when the stress is laid on the appear¬ 
ance of the mucosa, “strawberry gall¬ 
bladder.” In spite of this cholesterol- 
fat impregnation, no conclusion may be 
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physician, Dr. George Berwick, complaining of 
being “run-down” and always tired, and she 
had noticed some fulness of the lower ab¬ 
domen during the past weeks. Menstruation, 
which started at the age of 12, was from three 
to four days' duration and recurred every 
twenty-eight days; there was no dysmenorrhea. 
There were two children alive and well, the 
youngest being 22 years of age; a third had 
died at birth. 

Physical Examination General examination 
showed no abnormality' except a very- relaxed 
perineum and a globular mass in the abdomen 
On bimanual examination the uterus was 
found to be symmetrically enlarged, hard, and 
the size of a three months’ pregnancy. It was 
somewhat fixed and drawn to the right. The 
appendages were not definable. There was not 
the slightest doubt in my mind but that I was 
dealing with a fibroid of the uterus. 

Operation. During perineorrhaphy on April 
24, 1929, the vagina was found congested, and 
blue from venous stasis, and bleeding was very' 
free from every cut surface. A thickened band 
extended up the vaginal wall to the right for¬ 
nix. This at first was taken as a scar of dys¬ 
tocia, but when its margin was reached in the 
denudation, the tissue was found very friable, 
and the venous bleeding was hard to control. 
However, its true nature was not suspected at 
the time. When the abdomen was opened, 
there were no adhesions. The uterus was 
symmetrically enlarged to the size of a three 
months’ pregnancy and drawn to the right of 
the pelvis. There was tremendous venous 
congestion of all the pelvic tissues, and the 
veins of the pampiniform plexus were engorged 
and markedly varicose. The right broad liga¬ 
ment was shortened and thickened but plastic. 
This thickness extended into the right iliac 
fossa in a continuous extension from the pel¬ 
vis. The ovary was somewhat enlarged, bound 
by a few filmy adhesions and contained a small 
hematoma, and the right fallopian tube, edema¬ 
tous and blue, hung free like a wet drape. The 
left appendages, congested and edematous, did 
not present any gross abnormality, and no in¬ 
filtration in the broad ligament was apparent. 
The picture transcended all my surgical and 
clinical experience. The right broad ligament 
was incised between damps placed as far out 
as possible. From the cut surface brainlike 
tissue immediately oozed out under pressure. 
This could be wiped off with sponges and was 
semiliquid The extension of this substance 
into the right iliac fossa was interpreted as a 
malignant growth. The left broad ligament was 
then incised at its uterine end; the left ap¬ 
pendages were not removed. The broad liga¬ 
ments were opened to rcacli the ascending 


branches of the uterine artery, with the inten¬ 
tion of doing a supravaginal hysterectomy, as 
the case seemed hopeless. The right broad 
ligament everywhere was infiltrated by the 
brainlike substance, and as the right border of 
the uterus was approached, the finger opened 
a cavity the size of a filbert, containing the 
same substance The right artery was not 
found, and w'as in all probability occluded. 
When the uterus w'as amputated, this same 
brain like tissue oozed out from the cut sur¬ 
faces at the isthmus from multiple lymphatic 
spaces of all dimensions, and on the right 
side was the aforementioned cavity, now cut 
across, filled with the same semiliquid tissue. 
The operation was hurriedly completed, and 
the patient left the operating room in good 
condition. 

On examining the specimen before leaving 
the operating room, it was found that the 
growth extended out from the limits of the 
uterus on the right side, along the lymphatics 
of the broad ligament; that these were visible 
from the surface, coursing out like ropes to 
the pelvic wall; that the lymphatics, when 
carefully’ opened along their long axis, allowed 
a roll of tissue, like an earthworm, to be re¬ 
moved, leaving the lymph channel intact; that 
one of these lymphatic molds was 1-H inches 
(4.5 cm.) long, pinkish gray and about the 
size of a full-grown earthworm, and to 
heighten the resemblance, there was a larger 
part in the center about Va inch (0.64 cm.) 
long, dark red, evidently discolored by a small 
hemorrhage, in the substance of the growth. 
The uterus w'as then incised longitudinally 
along its anterior wall, and from hundreds of 
channels of all dimensions there slowly oozed 
out this new growth, which evidently was 
under some general pressure. One could 
grasp these wellings with a tissue forceps and 
draw them out. Sometimes they yielded to 
the traction, leaving a patent lymph vessel that 
was intact and gaping, or, the new growth, 
being released from the forceps, sprang back 
more or less into the lymph cavity. The con¬ 
sistency of these tissue* was evidently firmer 
than that of the cavity about the uterine ar¬ 
tery, the contents of which, though having the 
same general characters, had undergone some 
slight liquefying degeneration. The uterine 
stroma was firm but edematous. It was then 
found that the growth occupied the anterior 
wall and isthmus, ami that the uterine cavity 
lay with a convexity backward. The posterior 
wall was about inch (1.9 crn.) thick and 
was free from ad lies 
brane appeared norm 
no\el that 1 sat dov 
description of the c« 
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epithelium in contact with the fluid. 
Rausch. Steiner. Berg and Sprengel be¬ 
lieve that simple stasis is all that is 
needed to yield white bile. 

I do ncit feel that there is any real 
antagonism among these conclusions, 
although apparently contradictory. 
■'Anvthing which becomes stationary or 
stagnant points to death." When the 
intestinal contents cease moving, the lin¬ 
ing becomes injured and loses its func¬ 
tions. It is likewise when urine is re¬ 
tained in a ureter. When blood clogs a 
vein, the vascular endothelium under¬ 
goes a number of changes. Similar ex¬ 
amples may be quoted ad libitum. Why 
should not the gallbladder and its ducts 
undergo a similar pathologic change 
which may destroy their normal func¬ 
tions ? 

Conclusions. White bile does not de¬ 
rive from the gall secreted by the liver; 
it is a well balanced blood dialvsate. Its 
production is a result of biliary stasis, 
tit the level of the ducts, and coming to 
the gallbladder, of the disappearance of 
its epithelium or changes in its opera¬ 
tion. 

PRACTICAL APPLICATIONS 

Outside of the satisfaction of arriving 
at a scientific truth, the views advanced 
ir. this paper led to certain practical 
applications. If, in the course of a sur¬ 
gical operation white bile is found, even 
though the gallbladder appears healthy 
or but slightly inflamed, it is best to re¬ 
move this organ. The presence of this 
dialvsate suggests occurrence of a more 
or less advanced infection and epithelial 
damage or destruction. It is useless and 
even dangerous to preserve a damaged 
organ. The patient may recover from 
■lu operation, but he will almost un¬ 
avoidably suffer disturbances which will 
not disappear with diet or medication, 
even if prolonged. 

1 have performed two cholecystec¬ 
tomies. years after having drained gall- 
Nadders which at microscopic examina¬ 


tion appeared healthy. In each case the 
cause lay in obstructions from extrinsic 
causes: adhesions to the duodenum and 
an enormous ovarian cyst. In one case 
stones developed; in the other, malignant 
degeneration. 

If white bile is a definite sign (as 
Malda and I believe) of more or less 
advanced infection and damage of the 
gallbladder lining, the best judgment in 
such cases must favor removal of the 
organ instead of exposing the patient to 
chronic disturbances or a further opera¬ 
tion under less favorable conditions in 
the future. 

SUMMARY 

When the bile ducts are obstructed, a 
fluid is observed at operation varying 
from clear to slightly turbid and viscous, 
and greenish in some cases. This is a 
well balanced blood dialysate. Theories 
as to its origin are discussed. In such 
cases an acute, subacute or chronic in¬ 
flammatory process is present, and re¬ 
moval of the gallbladder is indicated. 

RfiSUMfi 

La bile blanche 

Quand les conduits biliaires sont 
obstrues, on trouve a la table d’opera- 
tion un liquide limpide ou turbide et 
visqueux ou verdatre. C’est un dialysat 
sanguin bien equilibre. L’auteur dis¬ 
cute les dififerentes theories qui ont ete 
avancees sur l’origine de ce liquide. 
Dan ces cas il y a toujours un etat in- 
flammatoire aigu, sous-aigu ou chro- 
nique. IT ablation de la vesicule biliare 
est indiquee. 

ZUSAMMENFASSUNG 

Weisse Galle 

Wenn die Gallenausfuhrungsgange 
verstopft sind. sieht man wahrend der 
Operation eine leicht getrubte und 
viscose Fliissigkeit, von grfinlicher 
Farbe. die manchmal auch klar sein 
kann und ein Blutdialysat ist. Theo- 
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pregnant, a patient of Dr, Power, entered St. 
Maty’s Hospital with the preoperative diag¬ 
nosis of degenerating fibroid with superim¬ 
posed infection. Her complaints were menor¬ 
rhagia and metrorrhagia, and abdominal pain. 
The onset dated back seven weeks; it had been 
acute, and she had been confined to bed for 
four weeks before Dr. Power saw her in con¬ 
sultation. I saw her in consultation with him 
a few days later. 

Physical Examination. The introitus and 
vagina were healthy; there was a copious 
serosanguineous discharge. A mass filled the 
pelvis, rising to within 1 inch (2.54 cm.) of 
the umbilicus, and there was a diffuse infiltra¬ 
tion of the pelvis and lower abdomen, sug¬ 
gesting a widespread infection. The leukocyte 
count was 7,000 and the sedimentation rate but 
slightly more rapid than the normal. There 
were a low temperature and a normal pulse 
rate. 

Operation. On incision great vascularity 
and edema of the subcutaneous tissues were 
noted There were also widespread edema of 
the parietal peritoneum and signs of a sub¬ 
acute peritonitis extending to about 2 inches 
(5.08 cm.) above the umbilicus, with recent 
adhesions. The uterus when freed was the 
size of a three months’ pregnancy. There was 
a conglomerate tumor composed of uterus, 
ovaries and tubes intimately bound together by 
a diffuse intrapcritoncal endometriosis. The 
pouch of Douglas and the uterosacrals were 
also involved. The rectum was solidly bound 
to the upper portion of the vagina and the 
lower third of the uterus. Both appendages 
were liberated and removed. The uterus was 
then removed by coning out the length of the 
cervix. An unusually smooth recover)- fol¬ 
lowed 

When the uterus was opened, the walls were 
.seen to be diffusely thickened, and the nght 
upper cornu was filled by a tumor 3 to 4 cm. 
in diameter, containing a cavity 2 cm. across 
The cavity lining was smooth and glistening 
The content, of a pale straw color, coagulated 
on exposure. The cavity wall was grayish 
and about 0.5 to 0.75 cm thick and was 0.5 
cm. from the uterine cavity at its nearest point 
Further study of the uterine wall revealed 
numerous other jellow areas, ill defined from 
the surrounding tissue, varying m size from 
that of a large bean to that of a millet seed, 
and of a -granular appearance on the cut sur¬ 
face. These were most numerous in the region 
of the isthmus and extended from the mucosa 


to the outer limits of the uterine wall. The 
cervix was thickened, as was the isthmus. The 
mucosa of the uterus was thin and hemorrha¬ 
gic. At the upper margin of the posterior 
uterine wall near the tubal origin was a sub- 
peritoneal nodule the size of a marble, sessile, 
whitish at its periphery, but dark blue at the 
center and highest spot, as if filled with blood. 
This was thought to be a chocolate cyst, but 
on section it proved to be a congested growth, 
similar to the others. There was a diffuse 
endometriosis of the ovaries, characterized by 
sclerosis, follicular cysts and tarry cysts. 
Both ovarian tubes were the site of a hema¬ 
tosalpinx. 

Pathologic Examination. Sections were 
taken from almost every part of the uterus, 
cervix, isthmus, ovaries and tubes. There was 
a preponderance of stroma in the endometrium 
as compared with the glandular elements 
These stroma celts dipped in large strands 
between the muscle bundles. In places these 
were broad and richly cellular and stained 
deeply with hematoxylin and not at all with 
eosin, so they could be traced with the naked 
eye or, better still, with greater ease with the 
inverted eyepiece of the microscope The 
strands connected directly in places with the 
tumors, which were made up entirely of stroma 
cells. Some of these tumors were immediately 
contiguous with the mucosa; others were deep- 
seated. The largest tumor was undergoing co¬ 
agulation necrosis. The small subperitoncal 
tumor, already described, was of the same 
type, but, not being subjected to so much pres¬ 
sure, had a type of cell that was endometrial 
in all its characters. The individual cells had 
a minimum of cytoplasm which stained very 
faintly with hematoxylin, a large oval nucleus 
with a clcancut, deeply staining nuclear mem¬ 
brane, a nucleolus also deeply staining, and a 
great deal of granular and fiiamented chro¬ 
matin. The degeneration process was of a 
hyaline type, involving equally both tumors 
and uterine tissues The latter greatly hyper¬ 
trophied in association with the new growth 

The upper part of the cervical canal showed 
a widespread adenomatous overgrowth of the 
cervical racemose glands 

Diagnosis This was. (1 > adenoma of the 
cervix, (2) endometriosis of the ovaries and 
(3) stromatous endometnoma* of the uterus. 

Comment. It will be seen from the 
case histories just reported how difficult 
it may be to differentiate these growths 
from sarcomas. That the growths in 
all my cited cases were diagnosed as 
uterine sarcoma is not surprising. But 
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MONTREAL, 

O F sixteen cases with a diagnosis 
of sarcoma of the uterus that 
have come under my observation 
in the last ten years, fourteen, on close 
-tudv and in the light of better knowl¬ 
edge, have been proved to be cases of 
interstitial endometriosis, and the pa¬ 
tients are still alive and well; in the 
other two cases the condition is still in 
doubt, owing to insufficient evidence and 
to a lack of a follow up. Undoubtedly 
sarcoma of the uterus does occur. One 
would expect it from the unrest of the 
organ during its functioning years, but 
the discovery of interstitial or stroma- 
lotis endometriosis and endometriomas 
of the uterus has shown that the vast 
majority of these tumors heretofore 
diagnosed as sarcoma are really quite 
benign new growths, as proved by their 
origin, their mode of invasion, their 
nondestructivencss. the nonexistence of 
cachexia, and, last and most convincing, 
the absence of the lethal qualities of sar¬ 
coma. For these fourteen patients are 
alive and well after periods ranging 
from two to ten years. 

What is stromatous or interstitial en¬ 
dometriosis? Tt is an invasion of the 
uterine wall and of the contiguous 
uterine tissues by the stroma cell of the 
uterine mucosa. The endometrium, as 
is well known, is made up of two types 
of cells, specific in the sense that they 
are found in the uterus and nowhere 
else and in that they have a special 
function. These two cells are the in¬ 
dividual stroma cell and the gland cell. 
Their relationship is not fully known. 
Ts the stroma cell the progenitor of the 

* Read at the International Scientific Assembly 
May 23 , 1030. 
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gland cell, or is it merely a foundation 
for the support of the gland cell ? 
These are questions which cannot be an¬ 
swered convincingly at the moment. 
But opinion and research incline one to 
regard these cells of different origin, 
noninterchangeable and possessing dif¬ 
ferent functions. I think I may state 
definitely, as a conclusion of my studies, 
that their origin is from basically differ¬ 
ent structures at a different period of 
embryonic life, and that the stroma cell 
is not the parent of the gland lining. 
Flowever, that is not germane to the 
subject. Functionally, the two cells re¬ 
spond to the hormones which determine 
the menstrual cyclic changes, but in 
quite a different way. The gland cells 
become hyperplastic and seem to spend 
all their energy in division in the follicu¬ 
lar stage of the ovary, to be superseded 
later by hyperfunctional characters in 
the corpus luteum stage of the sex or¬ 
gan. Whereas the stroma cell, which 
heretofore has been a neglected cousin, 
has a much less conspicuous role. These 
cells enlarge and proliferate during the 
follicular stage and range themselves 
into three layers: the basal, the spongy, 
composed of an open work of glands, and 
the superficial compact layer, composed 
largely of stroma cells. The superficial 
layer takes on a decidual change just be¬ 
fore menstruation sets in, and is known 
as the decidua menstrualis. The later 
changes are due to vascular regression 
and are destructive in character. All 
this is a preparation for, and regression 
after lack of, impregnation. The object 
of enumerating these changes is to show 
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is known that there is not only coopera¬ 
tion by substitution of function, but 
there is also cooperation in the nature of 
restraint of function. For example, 
there is a direct antagonism between 
thyroid and ovarian function, and it is 
within the experience of every clinician 
that ovarian function is inhibited in 
hyperthyroidism, frequently to the de¬ 
gree of causing arrest of menstruation, 
and that hypothyroidism is chiefly ac¬ 
companied by menorrhagia and metror¬ 
rhagia, which are merely expressions of 
vitiated ovarian function. What, then, 
can substitute for the absence of the 
ovaries in a case of ovarian ablation? 
Primarily renewed activity of the endo¬ 
metriosis is not due to accessory ovaries, 
because in one of my cases total ablation 
of the ovaries was followed immediately 
by a heavy course of high voltage x-ray 
therapy, and renewed activity of the 
endometriosis did not occur until six 
and a half years after operation. Prolan 
A of course would come into question, 
and I think all are agreed that, though 
prolan may be the stimulating cause, it 
cannot of itself supply the estrin except 
through the intermediation of some 
other organ. It is known that the 
adrenal gland can act as a substitute 
organ for the products of testicular and 
some ovarian hormonal products, but I 
also believe that endocrinologists are 
not prepared to admit that the adrenal 
gland can produce vicariously the true 
ovarian estrogenic substances. This is 
a subject full of interest, but as yet in¬ 
conclusive. That estrin is produced by a 
substitute organ, if estrin is die cause of 
endometriosis, cannot be gainsaid. Es¬ 
trogens are chemically closely allied to 
the carcinogenic tar substances, and one 
naturally asks oneself, if, associated 
with endometriosis of the pelvis, one so 
commonly finds overgrowth and pre- 
eanceroiis conditions of the cervix, 
whether endometriosis itself is not pro¬ 
ductive of cancer. And here is a con¬ 
tradiction. For, though on microscopic 


and clinical grounds, one would assume 
that endometriosis would readily pass 
over into a true malignant growth, yet 
virtually most of the cases of malignant 
growth with endometriosis have been 
shown to be cases in which there was an 
accidental association of the two dis¬ 
eases. Stromatous endometriosis is 
lionmalignatit and is not destructive of 
tissue or of life. Endometriosis is in¬ 
hibitory to pregnancy. In my fourteen 
reported cases there was barrenness or 
sterility for a period of at least fifteen 
years. Endometriomas migrate in the 
uterine wall in a manner similar to that 
of fibroids. Eventually in their migra¬ 
tion they become subserons or submu¬ 
cous, at first sessile, later pedunculated. 
Intra-uterine polypoid endometriomas 
are not uncommon. At times the tumors 
necrose and are shed. 

TREATMENT 

Stromatous endometriosis is a new 
growth, assuming all degrees of rapidity 
of division and various degrees of cell 
embryony. As it is closely dependent on 
ovarian function for continued activity, 
removal of both ovaries or mechanical 
devitalization of these organs generally 
brings about a quick regression of the 
endometriosis. In women approaching 
the menopause such a procedure, 
whether accomplished by surgical inter¬ 
vention or by high voltage x-ray or 
r adium therapy, is an easy and effective 
means of overcoming the disease. Hut 
endometriosis unfortunately occurs in 
any of the years of sexual activity, and. 
when confronted with a case of stroma- 
tons endometriosis in a young woman or 
girl, one is dealing with a serious com¬ 
bination of circumstances. Though it is 
known that ordinary endometriosis, in 
which both cellular elements of the en¬ 
dometrium are involved, often regresses 
spontaneously, one cannot state with 
the same assurance what is the course of 
stromatous endometriosis. The number 
of cases studied has been too few to war- 



198 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


proximation. In the local forms of this 
growth i emlometnomas) the tumor 
mav consist of a definite mass with ex¬ 
tensive mots at its periphery and with¬ 
out a defining capsule. In the more 
chronic tvpes a capsule is formed both 
1>\ compression of the surrounding tis¬ 
sue- and he concomitant growth of these 
ti-sue- under the common growth stim- 
u!u'. Depending on the chronicity of 
the growth, the component cell may 
from a small round-cell type 
through the spindle type to that ap¬ 
pro. ailing the component cell of a richly 
cellular fibroma. The growths are fre¬ 
quently multiple and of varied size and 
ma\ occupy any site in the uterine wall. 

At times the growth is restricted en¬ 
tirely to the mucosa of the uterus. Un¬ 
der these circumstances the mucosa is 
greatly thickened and almost devoid of 
glands and is prone to develop more 
rapidly in places to form polypi. Tissue 
of this nature obtained by curettage has 
almost invariably been diagnosed as sar¬ 
coma and in the lesser forms as an in¬ 
terstitial endometritis. 

It is not known what causes determine 
an interstitial cell proliferation to per¬ 
vade the uterine wall in one case and to 
grow into the uterine cavity in another, 
any more than it is known what may 
cause an epithelial growth to develop as 
a surface papilloma in one case and as 
an invading carcinoma in another. In 
the more chronic forms of stromntous 
endometriomas there is frequently an 
accompanying mixed endometriosis of 
the extra-uterine appendages and con¬ 
tiguous pelvic tissues, and in about 30 
per cent of cases there are accompanying 
fibromas and fibromvomas. The extra- 
uterine endometriosis, giving rise to 
nodules in the pouch of Douglas, is a 
valuable aid to clinical and pathologic 
diagnosis. The presence of the fibroids 
and myomas and the general hyper¬ 


trophy of the uterus which accompanies 
any form of the uterine wall endome¬ 
triosis are a response of the component 
cells of the uterine wall to the common 
stimulus of the abnormal hormonal in¬ 
fluence. 

Ectopic endometrial invasions of tis¬ 
sues may or may not respond to the 
hormones of the menstrual cycle. Those 
invasions that are composed of the two 
specific elements of the endometrium, 
namely, stroma cells and gland cells, 
may or may not respond. This depends 
on extrinsic and intrinsic factors of the 
ectopic growth. Among these are loca¬ 
tions, soil, organ-host, vascularity and 
quantum of hormonal stimulus. Ectopic 
endometrial growths, composed exclu¬ 
sively of stroma, seldom or never re¬ 
spond to the menstrual influences. 

Parietal endometrial invasions of 
whatever kind, but especially in the stro- 
matous types, are usually only the most 
obvious expressions of the abnormal 
stimulus. In all tbe cases of stromatous 
invasion of the uterine Avail, one finds 
other parts of the genital canal respon¬ 
sive to the same cause, but in a less strik¬ 
ing degree. In a large percentage of cases 
one finds hypertrophic responses in the 
nature of cystic occlusions, hypertrophy, 
polypi, ectropion, adenomatous invasion 
of the cervix and precancerous (so- 
called) changes in the cervical epithe¬ 
lium. I have already mentioned the fre¬ 
quent association of pelvic endometrio¬ 
sis, fibroids and myomatous growths in 
association with uterine endometriosis. 

In order to give a picture of stroma¬ 
tous (interstitial) uterine endometriosis, 

I shall outline one case of diffuse endo- 
metrosis and one case of endometrioma 
of the uterine wall.* 

REPORT OF CASES 

Case 1. History. Mrs. M, aged 47 years, 
was sent to me for hysterectomy for the cure 
of a fibroid. She had consulted her family 


* For further particulars of cases I refer to my article on “Interstitial Endometriosis” in the “Transac¬ 
tions of the American Association of Gynecologists, Obstetricians and Abdominal Surgeons” of 1938, to the 
article of similar title, to appear shortly in the Journal of Obstetrics and Gynecology of the British Empire, 
and to my monograph on “Endometriosis,” approaching completion. 


/ 
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Der Autor glaubt dass die Ursache 
dieser Krartkheit eine Storting der 
Ovarialfunktion ist. Die Behandlung 
besteht in der Entfernung der Eier- 
stocke oder in Roentgen oder Radititn- 
therapie. 

SUMARto 

Sarcoma versus stramatous cndomc- 
trosis del utcro 

Una enfermedad nueva, endometrosis 
stromatous 6 intersticial, es descritn. 
Esta es iina invacion de la pared utcrina 
y tejidos uterinos contiguos por el 
estroma celular de la mucosa uterina. 
La forma local de la enfermedad es 
endometrioma. La diferenciacion de el 
sarcoma es dificultosa. De una scrie de 
diez y seis casos observados por e! autor 
en los diez ultimos anos, en los cuales el 
diagndstico de sarcoma fue bccho, 
catorce provaron ser casos de endome- 
trosis intersticial, y las enfermas estan 
vivas y sanas de dos a diez afios despucs 
dc la operacion. Dos casos son reporta- 
dos en detalle, uno de endometriosis y 
otro de endometrioma. 

E! an tor crcc que el factor causante 
de esia enfermedad es tin trastorno dc 


la funcion del ovario. El tratamiento 
consiste en la extirpacion de los ovarios 
por operacion 6 por rayos X 6 radio- 
terapia. 

KLASSUNTO 

Sarcoma ed eiidomctriosi stromatosa 

Una nuova entita patologica, la endo- 
metriosi stromatosa o interstiziale, e 
descritta. Si tratta di una invasione 
delle cellule dello stroma della mucosa 
dell’utero nella parete e nei tessuti 
attigui. La forma locale della malattia 
c rendometrioma. La differenziazione 
dal sarcoma e difficile. Quattordici casi 
da una fifa di seidici casi osservati 
dall’autore negli ultimi 10 anni c nei 
qnali una diagnosi di sarcoma fu fatta, 
provaronodi essere endometriosi intersti¬ 
ziale ed le malate erano vivc c sane dopo 
un periodi di 2-10 anni dopo 1'opera- 
zione. Due casi sono riportati dettnglia- 
tamente, uno di endometriosi ed uno di 
endometrioma. 

L’autore crede die i! fattore causa¬ 
tive di questa malattia sia un disturbo 
della funzione ovarica. II trnttanienlo 
consiste in rimozionc dc le ovaie oppure 
in roentgen o radium terapia. 


Dr. Irvin Abell, of Louisville. Ky.. formerly 
president of the American Medical Association, 
received the honorary decree of doctor of laws 
at the annual commencement of Marquette Uni¬ 
versity, Milwaukee, on June 9. The decree of 
doctor of science uas conferred on Dr. Abell 
by Georgetown University, Washington, D C. 
on June 3 


The Royal College of Surgeons has awarded 
to Professor Leriche the Lister Medal offered 
liy ihe Lister Memorial Fund and given every 
three years sinee 1920 to a surgeon who has 
done outstanding work m a special field. 


Tfic College of Physicians of Philadelphia has 
announced that the Atvarenga Prize for 1939 
has been awarded io Dr. Harry Goldblatt, pro¬ 
fessor of experimental pathology and associate 
director of the Institute of Pathology, Western 
Reserve University School of Medicine, Cleve¬ 
land, for his contributions to knowledge of the 
pathogenesis of hypertension. The Aharenga 
Prize is awarded each year on July Id, the an¬ 
niversary of the death of the donor, Pedro 
Francisco daCosta Alvarcnga, of Lisbon, Portu¬ 
gal, who was an associate fellow of the college. 
It is given to the author of '"the best mrinoria! 
upon any branch of medicine, which tv he 
deemed worthy of the prize" 
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the members of the staff present in the hos¬ 
pital at the time to examine the extraordinary 
specimen. There was no doubt in the mind of 
any one present but that we were dealing with 
a malignant growth, probably a sarcoma. 

Pathologic Examination. The gross speci¬ 
men consisted of a uterus about the size of a 
fetal head, showing on section numerous 
widely dilated blood vessels and lymphatic 
channels, which contained a soft lymphoid 
structure in the form of a coagulum. Even 
below the tube and ovary the vessels were 
thrombosed. The ovary contained a hemor¬ 
rhagic body resembling a degenerated corpus 
luteum. The endometrium was soft and 
glistening. 

Microscopically, sections of the uterus 
showed isolated and diffuse areas of small, 
round, deeply staining polymorphic cells, 
which were lying in a hypertrophied myoma¬ 
tous tissue of the uterus. The blood vessels 
-and lymphatics contained plugs of this growth. 

' w picture was that of a sarcomatous de- 
; rat ion of a iibromyoma. 
iagnosis. This was sarcoma of the uterus. 

Later Course. The patient refused to un¬ 
dergo high voltage x-ray exposure, and when 
her reco\en. which was uneventful, was 
completed, she was sent back to her physician. 
Exactly two years later she returned because 
ot metrorrhagia, and on examination it was 
found that the pelvis was filled with new 
growth, and that large liver-like polypi pro¬ 
truded through the dilated external os and 
from perforations of the right fornix, filling 
the entire vault. These broke down easily on 
examinaion and bled freely. There was an ill 
defined mass in the right iliac fossa, which 
did not cause any symptoms. The patient’s 
general health appeared excellent, and she did 
not complain of severe pain. It was decided 
on consultation to excise as much of the polypi 
as possible and insert radium. This was done 
on April 2, 1931. 

The notation made at the time of operation 
b\ the radium specialist who took over the 
care of the patient under my supervision is as 
follows: "The vagina was filled with down¬ 
ward-growing sarcomatous polypi of the cer¬ 
vical stump and vault. This growth was con¬ 
tinuous with that in the abdomen.” The diag- 
no*i% wa> extensive sarcomatous lesion. 

x,. ■mi t)fermion. The vault and shell of 
• be d.kited cervix were cleaned out digitally, 
and radmm wa> placed in situ, the dosage 
being .'ii mg applied for 30 hours, or 1,500 
milligram huur>. 

Pathologic Re port Microscopic sections 
showed a diituse cellular structure composed 
o* small round and spindle cells, exhibiting 


numerous mitotic figures. The tissue was very 
vascular. The growth corresponded to that 
seen in the sections taken in 1929, except that 
no large blood vessels were involved. 

Diagnosis. This was small round-cell sar¬ 
coma (metastatic growth from the vagina). 

Subsequent Treatment and Recovery. Again 
the patient would not submit to high voltage 
x-ray treatment, owing to some deep-seated 
prejudice. She returned in May 1932, thir¬ 
teen months later. She was in good general 
health, and her color was excellent. But she 
now had a growdi in the right iliac fossa, the 
size of a small rugby football, insensitive, hard 
and fixed. The right leg was three times the 
size of the left about the thigh, and the ankle 
was as large as the left thigh. The patient 
could walk only by dragging the leg along, 
owing to its unwieldy weight. She was suf¬ 
fering a great deal of pain both in the ab¬ 
domen and down the leg, and had lost a great 
deal of weight, but not her cheerful disposi¬ 
tion. She finally submitted on combined per¬ 
suasion to x-ray treatment. Frankly, it was 
not expected that this would accomplish much. 
She wished to be operated on, but finally ac¬ 
cepted assurances that operation could accom¬ 
plish nothing useful. 

Dr. Howard Pirie began x-ray treatment on 
May 10, 1932, completing the course on June 
7. There were eleven treatments in all. The 
total number of hours was two and three- 
quarters, with 5 milliamperes and 200 kilovolts 
peak at a distance of 15 inches (38.1 cm.) ap¬ 
plied for fifteen minutes. 

The change was extraordinarily rapid. 
Within two months the abdominal growth was 
barely palpable as a small induration in the 
right lower quadrant; the vagina and cervix 
presented nothing abnormal, and on bimanual 
examination there was some induration in the 
right fornix which seemed to connect with the 
induration in the abdomen, though this could 
not be definitely determined. What impressed 
the patient and her friends most was that her 
swollen leg soon regained its normal dimen¬ 
sions and functions. 

In May 1939, ten years after the patient was 
first operated on for sarcoma, she was in ex¬ 
cellent health. 

Case 2. This is case 8 of my series previ¬ 
ously published. It is the case which by its 
unusual characters led to a complete retrospect 
of the other cases, and in the light of this new 
knowledge enabled a new concept and diag¬ 
nosis to be made and a clear perspective to be 
obtained. 

History. Mrs. D., aged 26, who had been 
married but a few months and had never been 
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liized, may later be attributed to the 
operative procedure. However, the 
patient's symptoms in such a case should 
arouse some suspicion that the ducts are 
involved, and exploration should reveal 
this condition. It is possible, as shown 
bv some of our cases, that strictures 
may exist for a long time and produce 
relatively mild symptoms as long as the 
bile is normal in consistency. However, 
if infection intervenes and the bile be¬ 
comes thick and mucoid, chills, fever 
and jaundice will probably appear. 
These, of course, also arc symptoms of 
an overlooked stone in the common duct, 
and it may not be possible to make a 
diagnosis until operation. A detailed 
history of each case will frequently give 
a clue. 

We are, then, dealing with a more or 
less new disease entity—one which is 
brought about, first, by the popularity 
of cholecystectomy over cholecystos- 
tomy, which was performed more com¬ 
monly twenty years ago, and, second, 
by the fact that with more explorations 
of the common duct, additional accidents 
are to be anticipated. It is important, 
therefore, first, to point out the possible 
dangers of such procedures and, second, 
to build up a defense procedure for cor¬ 
rection of the condition. This is best 
done by reviewing the articles of those 
who have been interested in the subject 
and to profit by their wide experience. 
W alters/ 1.alley’ and Eliot’ have made 
notable contributions from which all 
surgeons may profit. 

OPERATIVE I-ROCEUL'RES 

The common operative procedures for 
strictures from any cause arc alxmt five 
in number and are as follows: 

1. End-to-Emi .Inastomosis. If the 
duct is accidentally divided at the time of 
operation and if such an accident is 
recognized and repaired at the time of 
operation. 1 believe there is a good 
chance that a satisfactory result will be 
obtained. A successful approximation 


may be made, and there is not a great 
deal of scarring as there is in the case 
where a stricture has been present for a 
long time. Furthermore, infection is 
not present as it is in the long-standing 
stricture, which may, on account of 
chronic obstruction, lead to infection in 
the ducts and in the liver. In addition, 
in a case of too long standing, it may 
be necessary to excise a considerable 
segment, and tile sutured ends of the 
duct may be under tension which will 
generally result in failure of reformation 
of the stricture. While there have been 
brilliant results from such a procedure, 
the routine use does not seem to he ill 
favor. 

2, Choledoch oditodcu ostomy. This is 
applicable to strictures involving tile 
terminal portion of the duct, especially 
when the gallbladder has been removed. 
It has also been used when the ampulla 
of Water lias been resected for papilloma 
or carcinoma. A variety of tcclm.ics 
have been employed, with good results. 

3, Hcpaticoduodenostomy. Since in 
many cases reconstruction must he made 
following operative trauma which oc¬ 
curs at or above the level of the cystic 
duct where the distal portion of tile duet 
often cannot he located, hepaticodu- 
odenostomv in such cases is the opera¬ 
tion of necessity and, I believe, of choice. 

4, Implantation of llic Biliary Fis¬ 
tula into the Stomach, Duodenum or 
intestine. While I have had no experi¬ 
ence with this procedure, it is the opin¬ 
ion of those who have used it that it is 
an operation of necessity and not of 
choice. Lahev/ u ho originally was very 
enthusiastic about it. feels that it should 
he done only as a last resort in cases 
where no hepatic duct is demonstrable 
for anastomosis. If one is fortunate 
enough to end up with a biliary fistula 
in such a case, an attempt may he made 
later to transplant it. Objections to this 
method are: further formation of stric¬ 
tures in the fistulous tract or subsequent 
infection which spreads to the liv 
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closer study of these cases with the in¬ 
creased knowledge on the subject, to¬ 
gether with a study of the follow-up sys¬ 
tem. makes it inevitable that the diag¬ 
nosis be changed for a much more favor¬ 
able one. Most encouraging is the fact 
that all the patients arc alive and well 
from two to ten years after operation— 
a result inconsistent with sarcoma. 
Moreover, the connection of these 
growths with the endometrial stroma 
and their propagation from this source 
leave the matter no longer in doubt. 

WHAT IS THE CAUSE OF ECTOPIC 
EXDOMETRIAL GROWTH? 

In endeavoring to answer this ques¬ 
tion one passes from the factual to the 
hypothetic. The philosophic precedes 
the scientific in all branches of study. It 
is known that the ovary is. if not the 
primary, at least an essential, intermedi¬ 
ary for the functioning of the endome¬ 
trium. Menstruation ceases with the 
removal of the ovaries. It is known 
with equal certainty that the ovary is 
.almost essential for the continued 
growth of ectopic endometrial tissue. 
The cases on record of continued or re¬ 
newed activity of endometriosis after 
bilateral ovariotomy are few indeed in 
the literature. However, they do occur, 
as a case already reported by me, in 
which the condition recurred with ex¬ 
traordinary virulence seven years after 
bilateral ovariotomy and a full course of 
high voltage x-ray therapy. It is known 
equally well that except for two cases 
reported in the literature (and these 
doubtful). the disease is limited to 
the zone of ovarian influence. The 
hormone of the ovary, which would 
seem to be the culpable agent, is the 
growth hormone, estrin or one of its de¬ 
rivatives. How does it operate? Estrin 
causes great thickening of the endome¬ 
trium by a multiplication of its cells, 
during the maturation of the ovarian 
tollicle. Progesterone, on the other 
hand, i? the maturation principle of the 


endometrial function, causing the endo¬ 
metrium to become succulent prepara¬ 
tory for nidation. In the intermediate 
stage, after rupture of the follicle, one 
finds a diminishing effect of estrin and 
increasing effect of progesterone as ma¬ 
turation of the corpus luteum proceeds. 

If endometriosis is the result of an 
excessive action of estrin, this excessive 
action may be brought about by one of 
two means. It may imply an excess of 
estrin in the blood, which should be 
measurable. But it is known that the 
amount of estrin in the blood may vary 
within wide limits without producing 
appreciable physiologic or pathologic re¬ 
sults. There is a close analogy in the 
sugar content in the blood. One has to 
take into account the individual suscepti¬ 
bility in each case. But it is known also 
that estrin can be retained in the tissues 
in large quantity and is not liberated ex¬ 
cept by a liberal supply of progesterone. 
Could it not be. then, that endometriosis 
is due to a lack of progesterone, causing 
undue and prolonged action of estrin in 
the endometrial cells? For the endome¬ 
trial cells are thought to be the repository 
of estrin retention. Be that as it may, 
one must recognize that the ovarian 
function plays a very prominent role in 
endometriosis. But how can one ex¬ 
plain the continued or renewed activitv 
of the endometriosis after bilateral 
ovariotomy? Nature seldom trusts the 
permanence of the species to any essen¬ 
tial function of a single gland. The 
glandular system possesses a vicarious¬ 
ness that is unknown in any other cor¬ 
poreal function. Substitutive function 
is an interesting feature of endocri¬ 
nology. The glands of internal secre¬ 
tion are like a group of banks cooperat¬ 
ing for mutual protection, and individual 
or collective help is always at hand. 
Fatigue in a gland can be temporarily 
remedied by assistance from adjuvant 
glands: but exhaustion of the reserve of 
a gland eventually entails exhaustion of 
the subsidizing glandular systems. It 
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va!s, increasing - the time daily as long 
as the patient does not complain of pain 
which means obstruction from some 
cause. We have insisted that the tube 
remain in place for three to six months. 
Before the tube is removed, a cholangio- 
gram is made, brominol or lipiodol be¬ 
ing used. Fluoroscopic examination is 
valuable in ascertaining free exit of the 
solution into the duodenum. The tube 
originally was withdrawn, but, as has 
been pointed out, some damage may oc¬ 
cur to the anastomosis when the arms 
of the T-tube are bent during removal. 
This is obviated somewhat by the cutting 
of a V opposite the stem of the T-tube 
in order to allow the ends to bend more 
easily. However, experience with sev¬ 
eral cases has shown that it is not neces¬ 
sary to remove the T-tube. In one of 
our earlier cases, the T-tube rotted away 
to the level of the skin; one night it dis¬ 
appeared under the skin, and the patient 
of course became alarmed. When he 
reported within a few days, no trace of 
the tube could be found The skin was 
closed in over the sinus, and nothing 
was done. Peristalsis drew the T-tube 
through the anastomosis with no dis¬ 
comfort, and since this experience it has 
been our plan of treatment to cut the 
T-tube off below the level of the skin 
when sufficient time has elapsed and let 
it pass through the intestinal tract. 
This is a gradual procedure and will not 
result in tearing of the anastomosis. It 
has been done in five of our cases. 

The following case is typical of those 
in which hepaticoduodenostomy was 
performed, 

History A man 32 >ears of age was ad¬ 
mitted to the clinic on Jan 4, 1930, complain¬ 
ing of jaundice and generalized pruritus. Ten 
months previously, in March 193S, cholecys¬ 
tectomy for cholelithiasis had been performed 
elsewhere The presenting symptom at that 
time was pain, which had been present for 
three days in the upper portion of the ab¬ 
domen Jaundice had not been associated 
with this attack The diagnosis was acute 
cholecvstis with stones There was a severe 
hemorrhage at operation The immediate post¬ 


operative course had been stormy; jaundice 
developed, and on the fourth day the incision 
broke down and bile drained from it. How¬ 
ever, this had healed within three weeks, and 
the patient was able to leave the hospital. 

Mild jaundice without pain persisted with 
varying intensity until six weeks before en¬ 
trance to the clinic, when it became more pro¬ 
nounced and was associated with generalized 
itching. At no time had there been abdominal 
pain. Stools had varied from yellow to clay- 
colored, and the urine had been dark. The 
past history was negative except that thy¬ 
roidectomy had been performed for diffuse 
goiter with hyperthyroidism in July 1936. 

Examination. Physical examination re¬ 
vealed a frail young adult who weighed 126 
pounds (57.2 Kg.). The temperature was 
97.9 F. f the pulse rate 80, and respirations 20. 
The skin presented a moderate icterus, and 
the sclerae were slightly tinged. Recent ex¬ 
coriations due to pruritus were scattered over 
the trunk extremities. 

Examination of the abdomen revealed the 
liver to extend one finger’s breadth below' the 
costal margin, No other masses and no ten¬ 
derness were detected. 

On admission, a diagnosis of stricture of 
the common duct was made. 

Blood studies revealed an icterus index of 
20. The prothrombin time was determined 
and found to be 15 seconds, 20 seconds being 
normal (Eating). 

Twenty cubic centimeters of a 10 per cent 
solution of calcium gluconate, together with 
1,000 cc. of a 5 per cent solution of dextrose 
in saline solution, was given intravenously 
each day for five days, affording marked relief 
from the pruritus. Repeat studies of the blood 
on the fifth day showed that the icterus index 
had risen to 25 units, while the prothrombin 
time was 17 seconds. 

Operation. An exploratory laparotomy was 
performed Jan. 10, 1939. Close to the under 
surface of the liver adhesions were divided, 
finally exposing the portion of the hepatic duct 
about 1 cm. from the liver A probe was 
passed into the duct, which was slightly dilated, 
liberating a considerable quantity of normal 
appearing bile. The probe could then be 
passed easily into the right and left hepatic 
ducts, the openings of which could be visu¬ 
alized through the end of the hepatic duct. 
However, on attempting to explore in the 
downward direction toward the common duct, 
obstruction was encountered, and the common 
duct could not be demonstrated. The duode¬ 
num was mobilized and brought up and ap¬ 
proximated to the end of the prevtou ’ - 
sected hepatic duct. An opening was 
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rant any conclusions to be drawn in 
respect to the course. It is known, as 
outlined in my work, that spontaneous 
degeneration frequently occurs, but 
under the present circumstances it would 
be hazardous even to venture an opinion 
as to whether this is merely a liquefac¬ 
tion due to local vascular derangement 
or the initial step to a complete cure. 
There is another inhibitory factor to a 
discriminating treatment, and this is the 
fact that the diagnosis of interstitial 
endometriosis and endometrioma is sel¬ 
dom made except at operation or by 
biopsy, so in the majority of cases one 
will have completed one's operation un¬ 
der a temporary false diagnosis, or the 
treatment by radium or x-rays will have 
been carried out under a permanently 
fa he diagnosis. At most, one can state 
'hat 'tromatous endometriosis and en¬ 
dometrioma is a new disease and will 
require a great deal of painstaking study 
of large numbers of cases before one can 
be dogmatic as to its cause, course and 
end-results. 

SUMMARY 

A new disease, stromatous or intersti¬ 
tial endometriosis, is described. This is 
an invasion of the uterine wall and con¬ 
tiguous uterine tissues by the stroma cell 
of the uterine mucosa. The local form 
of the disease is endometrioma. Differ¬ 
entiation from sarcoma is difficult. Of 
a series of sixteen cases observed by the 
author in the last ten years, in which a 
diagnosis of sarcoma had been made, 
fourteen were proved to be cases of 
interstitial endometriosis, and the pa¬ 
tients are alive and well from two to 
ten years after operation. Two cases 
.are reported in detail, one of endometri¬ 
osis and one of endometrioma. 

1 he author believes that the causative 
factor in this disease is a disturbance of 
ovarian function. Treatment consists in 
removal of the ovaries by operation or 
in x-ray or radium therapy. 


RESUME 

Lc sarcome et I’endometriose de I’uterus 

L’auteur decrit une nouvelle maladie, 
l’endometrioise interstitielle. Cette con¬ 
dition est du a un envahissement de la 
paroi uterine par les cellules interstiti- 
elles de la muqueuse uterine. La forfhe 
locale de la maladie est l’endometriome. 
Le diagnostic est difficile. II importe 
d’exclure le sarcome. Dans une serie 
de seize cas diagnostiques sarcomes, il 
fut demontre que quatorze etaient des 
cas d’endometriose interstitielle. Ces 
malades furent operees et tenues sous 
observation de deux a dix ans apres 
avoir ete operees. Les malades sont 
toutes bien portantes. L’auteur decrit 
en detail deux cas, un d’endometriose 
et un d’endometriome. 

L’auteur attribue la maladie a un 
derangement fonctionnel de l’ovaire. 
Le traitement consiste en l’ablation de 
l’ovaire ou en l’emploi des rayons X ou 
du radium. 

ZUSAMMENFASSUNG 

Sarkom versus Endometriosis 
des Stromas 

Eine neue pathologische Einheit, die 
interstitielle oder stromatose Endome¬ 
triosis, ist beschrieben. Diese ist eine 
Invasion der Stromazellen der Gebar- 
mutterschleimhaut in die Wand des 
Uterus und die umliegenden Gewebe. 
Die lokale Form der Krankheit ist das 
Endometriom. Die Unterscheidung vom 
Sarkom ist schwierig. Vierzehn Falle 
aus einer Serie von sechzehn Fallen, die 
der Autor in den letzten 10 Jahren beob- 
achtet hatte und in denen die anfang- 
liche Diagnose Sarkom war, erwiesen 
sich spater als Endometriosis und waren 
nach einer Zeitspanne von 2-10 Jahren 
nach der Operation am Leben und ge- 
sund. Zwei Falle werden ausfiihrlich 
beschrieben, und zwar einer von Endo¬ 
metriosis und ein anderer von Endo¬ 
metriom. 
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mosis without the intervention of rubber tubes. 
The most successful anastomosis is (lone in the 
same manner as intestinal anastomosis, without 
intervention of tubes. I never use the T-tube, 
because I work on an individual basis, and one 
cannot set rules. 

In 1921 I reported the case of a woman whose 
common duct had been destroyed by one of our 
master surgeons. There are many similar cases, 
although such accidents should be rare. In fact, 
in one case I deliberately cut across the common 
duct, on account of many adhesions to the gall¬ 
bladder, in order to remove a badly diseased gall¬ 
bladder. The patient had a T-tube in for six 
months and is now well. 

I believe that the T-tube may remain for six 
months, or even for two years, if required. There 
is no danger in allowing the tube to remain, as 
long as one clamps it during the day and does not 
allow too much bile to flow. 

R£SUM£ 

Blcssurcs du choledoque: Causes et 
reparation 

Les blessures, des conduits hepatiques 
et du choledoque sont plus frequentes 
depuis que les chirurgiens preferent la 
cliolecystectomie a la cholccystostomie 
et depuis qu’on explore le choledoque 
pour depistcr des calculs biliaires. Le 
traitement demande premicrement qu’on 
evite de blesser le choledoque lors des 
maneuvres operatoires; secondairement 
une hepaticoduodenostomie ou une 
choledocho-duodenostomie. Ce sont les 
deux mcilleurs precedes operatoires. 
L’auteurs passe en revue douze cas dont 
un est minutieusement detaille. 

ZUSAMMENFASSUNG 

Vcrletsimgen des Ductus cholcdochus: 

Ursache und Bchandhtng 

Die Yerletzungen des Ductus cholc¬ 
dochus und hepaticus sind seitdem die 
Cholecvstcctomie anstellc der Cholecys- 
tostomie allgemcin angeivnndt ivird und 
seitdem man die Exploration des Cholc¬ 
dochus auf der Sitche nach Steincn aus- 
fiihrt bedeutend hiiufiger geivorden. Die 
Beliandlung bestclit erstens darin dass 


man einer Verletzung vorbeugt indem 
man den Ductus wahrend einer Chole- 
cystectomie siclitbar maclit und zweitens 
in der Amvendung einer Hepatico- 
duodenostomie und Choledoclioduode- 
nostomie, die melir Aussicht auf Erfolg 
als andere Methoden liaben. Zwcilf 
Falle sind beschrieben und einer ist aus- 
fiihrlich behandelt. 


SUMARIO 

Lesiones del conducto comi'in biliar: 

Causas y reparacidn 

Las lesiones del conducto comun y 
bepatico biliar ha aumentado con la 
popularidad de colecistectomia en pref- 
erencia a la colecistostomia y la mas 
frecuente exploracion del conducto 
comun biliar en la busca de piedras. El 
tratamiento es, primero, prevencion de 
tales lesiones por visualizacion en el 
momento de la colecistectomia y, se- 
gundo, una bepaticoduodenostomia 6 
una coledocoduodenostomia, las cualcs 
dan mas chance de exito que otro pro- 
cedimicntos. Doce casos son revisados, 
uno de los cuales es reportado en dctalle. 


RIASSUNTO 

Lesioui del condotto bilcarc coimtnc: 

Causa c ripara 

Lesioni del condotto bepatico e 
coniunc sono aumentatc molto con la 
propagazione della colecistectomia in- 
vece della colecistostomia c della cs- 
plorazionc pin frequente del condotto 
coniune in cerca di pictre. II trntta- 
liiento e primo di prevenire questc le¬ 
sioni visualizzando il condotto durante 
una colecistectomia c secondo una 
bepaticoduodenostomia o una coledoco¬ 
duodenostomia clie danno pil'i possibility 
di succsso die altri metodi. Dodici casi 
sono considcrati cd uno e riportato in 
esteso. 
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A Kl'A 1KW of tile literature for the 
pa-t ten years on surgery of the 
biliary tract impresses one with 
Mu frequency and seriousness of dam¬ 
age i" the hepatic and common bile 
duct'. There are two reasons for this: 
fir-t. the popularity of cholecystectomy 
over cholecvstostomy, and, second, the 
more frequent exploration of the com¬ 
mon bile duct in a search for stones. 
Inexperience of the surgeon has con¬ 
tributed chiefly r> these disastrous re- 
'ults. Inn occasionally accidents may 
happen in difficult eases even with an ex¬ 
perienced surgeon. 

Anomalies of the duct account for a 
few accidents, but the majority of ac¬ 
cidents result from incomplete exposure 
of the duct during operation or clamping 
blindly for hemorrhage in cases in which 
the cystic artery slips away from the 
dam]) or the ligature becomes loose. 
The cystic artery is a branch of the right 
hepatic artery and branches off at a 
level above the cystic duct, so that in 
some cases the damage has invariably 
been in the hepatic duct at a distance of 
b to 1 inch (0.64 to 2.54 cm.) below 
the bifurcation of the right and left 
hepatic ducts. In case of hemorrhage 
from the cystic artery, one can avoid the 
blind application of the damp if . me will 
place the finger in the foramen of 
Winslow and compress the g.mtro- 
hepatic omentum between the thumb and 
forefinger, thus assuring a dry field and 
enabling one to pick up the bleeding- 
point when the pressure is releas'd. 

Dr. I.alley" attributed some of the 
accidents to the fact that after the cystic 

4 Read at the Scientific International Ass. nM. 
Ma> 22. 1030. 


duct is cut, traction on the hemostat 
tears away the cystic artery, resulting- 
in bleeding, and then the hemostat is ap¬ 
plied blindly. At any rate, however the 
bleeding occurs, it probably accounts for 
many of the disasters encountered. 

Actual injury to the duct may occur, 
first, from anomalous ducts or, second, 
from incomplete exposure of the struc¬ 
tures before cholecystectomy. As stated 
by Eliot. 1 “Abnormalities in the course, 
length, and termination of the cystic 
duct and variations in the cause, origin, 
and distribution of the cystic artery are 
important predisposing causes.” Com¬ 
plete exposure will generally reveal the 
occasional anomaly. A review of the 
cases seen by my associates and me 
showed that many of the patients were 
quite thin, that is. patients in whom one 
would not expect damage to the ducts to 
occur. However, the damage takes 
place because a great deal of traction is 
put on the gallbladder, angulating the 
common duct, with the result that either 
an oval segment is taken out of the duct 
by the curved clamp or the duct is cut 
across completely. We have had ex¬ 
amples of each proved at operation. If 
an oval segment is removed by the 
clamp, stricture results within a period 
of months or years. If the duct is com¬ 
pletely cut across, the patient will have 
symptoms of trouble immediately after 
operation. 

One. of course, must also bear in 
mind the fact that stricture may occur 
from ulceration of stones and may be a 
coincidental condition at the time of 
cholecystectomy, which, if not recog- 

of the International College of Surgeons, New York, 


3)6 



REISLER — GASTR0-INTEST1NAL SUTURING 


213 


by resorting to devices such as placing 
an occasional interrupted suture for 
security; Bickham 1 said it is well to tie 
at several points (without intermitting 
the stitch) to do away with any possi¬ 
bility of the suture acting as a draw¬ 
string and constricting the opening, and 
Horsley 5 recommended taking a back 
stitch at every third stitch to lock the 
suture line. I have for a long time used 
such devices, but have finally' become 
convinced that it was possible to devise 
a continuous suture having all the nec¬ 
essary qualities by systematically utiliz¬ 
ing the principle of reversing and cross¬ 
ing, and have evolved such a suture. I 
believe that this suture combines the 
two essential principles suggested by 
Movnihan 71 ’—simplicity and safety. 

CONTINUOUS REVERSE-CROSSED SUTURE 

The continuous reverse-crossed suture 
is designed mainly for the inner through 
and through suture in gastro-intestinai 
anastomosis or entcro-anastoniosis and 
closure or repair of the stomach or in¬ 
testines. Its purpose is to afford a high 
degree of safety, good hemostasis, ac¬ 
curate coaptation and inversion, protec¬ 
tion of the seromuscular sutures and 
protection against leakage, to minimize 
tissue strangulation and necrosis and to 
induce better healing and minimum scar 
and ring contraction. 

It is a continuous suture in which 
every other loop is reversed. This 
process of advancing and reversing 
forms a scries of alternating forward 
and reverse loops which cross each 
other (fig. 1). For the purpose of 
description, the combination of two 
such alternating loops with their cross¬ 
ing limbs is called a suture unit. The 
distance between the two loops is about 
the length of the combined thicknesses 
of the tissues included. The latter are 
thus held between the opposing loops 
and their crossed limbs, equalizing the 
pressure in all directions. Suture units 
are connected by the advancing forward 


limb, which gives a small amount of 
slack, for expansion of the suture, thus 
allowing for tissue swelling. The limbs 
cross always on the mucosa side, while 
only a short section of each loop shows 



Fig 1 The reverse-crossed stitch as used for the 
inner through and through suture. The suture unit 
a, forming the forward loop, b, the forward loop 
in place; forming and locking the reverse loop. 

on the serosa side. The opposing ten¬ 
sions of the forward and reverse loops 
with their crossing members give sup¬ 
port and stability to the suture unit, pro¬ 
ducing an equalized compression of the 
tissues within its grasp. The units are 
continuous, the advancing limbs con¬ 
necting the units and forming the for¬ 
ward loop of the next suture unit. The 
units arc placed closely together so that 
all the tissues of the full length and 
thickness of the suture line arc incor¬ 
porated. 

Advantages. Because of its architec¬ 
ture, this suture is better able to with¬ 
stand the varying stresses and strains of 
filling and emptying of the viscera by 
fluids and gases, thus protecting the 
seromuscular sutures from exposure 
and from tearing out by sheer pull of 
heavy fluid-filled loops of bowel. Be¬ 
cause the loops of each unit oppose and 
cross each other, damage or even a 
break in one loop will not have a disas¬ 
trous effect on the whole suture line. 
Because the tissues held within the su¬ 
ture unit are equally compressed from 
all sides, there is less danger of tissue 
necrosis and cutting out than there 
would be when tissues are held tightly 
within a circular loop. There is also 
little danger of blood vessels slipping out 
of the grasp of the suture. While a 
running suture is likely to shirr or 
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. 5. Cholecystogastrostomy or Cho- 
lecystoduodcnostomy. This is a useful 
procedure, but it is limited certainly to 
those cases in which there is not much 
infection, and one must be sure of the 
patency of the cystic duct. 

REVIEW OF CASES 

I wish to report briefly my experience 
with twelve cases which necessitated an 
operation for the relief of stricture of 
the bile ducts. In seven of these a 
hepaticoduodenostomy was performed, 
and in four cases a choledochoduodenos- 
tomy, and in one case we were unable 
to locate any trace of the hepatic duct. 
In the latter instance a catheter was 
placed deep in the liver bed, with re¬ 
sultant formation of a biliary fistula, 
which is four months old at the time of 
writing - . It is in this type of case that 
transplantation of the fistula is all that 
one can do. 

The four cholcdochoduodenostomies 
were performed for the following con¬ 
ditions : stricture of the terminal portion 
resulting from stone, in two cases; re¬ 
section of carcinoma of the ampulla of 
Vater, in 1 case, and papilloma of the 
lower end of the common duct, in 1 case. 
In all seven cases in which hepatico¬ 
duodenostomy was done, this was per¬ 
formed for stricture at or above the 
cystic duct resulting from cholecystec¬ 
tomy which had been performed at 
periods varying from two months to 
three years previously. 

The technics of choledochoduodenos- 
tomy and hepaticoduodenostomy have 
been many and varied. In some, anasto¬ 
mosis has been made directly, sometimes 
over the implanted tube. I cannot in a 
brief paper discuss these variations.. I 
shall allude only to the procedure which 
was used in my own eleven cases. 

It was apparent from reading the 
literature that cholangeitis was fre¬ 
quently the cause of death, and in many 
patients it occurred immediately after 
operation. In these cases direct anasto¬ 


mosis over a buried tube was used. In 
view of that fact, I felt that an addi¬ 
tional precaution would be institution of 
external drainage immediately after the 
operation, thereby avoiding the prelim¬ 
inary obstruction resulting from edema 
around the anastomosis, which generally 
is the beginning point of trouble. There¬ 
fore, in one of my early cases I made 
the anastomosis over a T-tube. This 
allows free drainage immediately after 
operation, and I think is accountable in 
some measure for the fact that only one 
patient in this group died as a result of 
operation. This was a patient who had 
had a cholecystectomy two and one-half 
years previously, and a secondary opera¬ 
tion for stricture of the common duct 
three weeks later, when an end-to-end 
anastomosis of the duct had been at¬ 
tempted. This failed, and she had been 
jaundiced for two years before she 
came to us. The hepatic duct was found 
and anastomosis satisfactorily made. 
She had, however, a dark green, mark¬ 
edly enlarged cirrhotic liver such as one 
would expect from long continued ob¬ 
struction and infection. One hundred 
and fifty cubic centimeters of bile was 
drained the first day. This amount 
gradually diminished day by day until 
on the tenth day none was drained. On 
this day bleeding from the wound began 
in spite of transfusion and the admin¬ 
istration of desicol and vitamin K, and 
the patient died two days later. All the 
other patients made uneventful recov¬ 
eries following operation. 

Postoperative care is symptomatic. It 
has been our custom to let the tube drain 
fully without clamping it off until the 
jaundice has practically disappeared. 
This decompresses the liver and clears 
up the infection. During this time, 
transfusion, vitamin Iv and desicol are 
freely given to avoid the possibility of 
hemorrhage. The patients are encour¬ 
aged to eat as soon as nausea ceases. 
When the jaundice disappears, we begin 
to clamp oft the tube for hourly inter- 
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held together horizontally; the needle 
emerges from within opposite the oper- 



Fig 3 a, posterior iajcr of the inner through and 
through suture, the needle forming the forward 
loop b, the needle forming and locking the reverse 
loop. (, appearance of the suture line on the serosa 
aspect 

ator, one space forward of the angle 
loop. It is then brought directly across 
to the operator’s side, where it pierces 
the near edge, entering the lumen, thus 
forming the first forward loop. Tiie 
direction of the needle is then reversed, 
the needle traveling within the lumen 
diagonally across and backward toward 



Fig 4 \ntenor hncr of the continuous rcxcrsc- 
crosscd through and through suture a, the suture 
emerging from \wthtn forming the forward loop, the 
direction of the needle reversed to form the reverse 
loop b, the needle completing the reverse loop and 
advancing xxithm to form the next forward loop 
c, appearance on the mucosa aspect 

the far edge, emerging close to the angle 
loop t fig. 4(i t. The needle is again re¬ 
turned to the near side directly opposite 
the point of emergence, piercing the 
near edge and thus forming the first 


reverse loop. It then advances di¬ 
agonally to the far side the full length 
of the next suture unit, forming its for¬ 
ward loop (fig. 4b). As the loops are 



Fig. S. Diagrammatic descriptions and modifica¬ 
tions a, oblique-right angle stitch—progress of the 
needle through the scromu^cularis. b, same stitch as 
shown in a, with the needle in the position of rcx'crsc- 
locking The insert shows the direction of the 
needle through the tissues, c, rcvcrsc-lock applied 
to Lembert's stitch, (The stitch here is not tightened 
to show the technic.) Note the long, exposed con¬ 
necting limbs in comparison with a and b d, modi¬ 
fication of the inverted rcvcrsc-crosscd suture for 
fascia approximation, the suture forming the reverse 
loop when tightened, the needle in position for the 
forward loop c, suture forming the forward loop, 
the needle in position for the reverse loop. /, under 
surface of the approximated fascia. Note that the 
knots and practically all the suture material are on 
the under surface. The suture hue is thoroughly 
locked by crossing mcmliers, the long limbi acting 
as relaxation sutures. 

placed they arc tightened and the edges 
inverted with a forceps. The suture 
units continue to the starting point of 
the posterior suture line, where the ends 
are tied in the usual way. The sero¬ 
muscular suture is then completed and 
locked by reversing every third stitch. 
The angles are reenforced by inter¬ 
rupted Lembcrt sutures. 

The suture when correctly placed 
should have the crosses and '’—><■ ,, 

loops, representing the j;. 
the suture material, on d 
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to the duodenum, and an anastomosis with 
the stump of the duct was constructed over 
the arms of a T-tube. It was necessary to 
place one arm in the left hepatic duct in order 
to make it stay in place, the stump of the 
hepatic duct being too short. It was noted 
that bile flowed from the long end of the tube 
after the operation and that none escaped at 
the site of the anastomosis. A transfusion of 
500 cc. of citrated blood was given during the 
operation. 

Subsequent Course. On the fourth post¬ 
operative day the T-tube was clamped off for 
two hour intervals, without causing discom¬ 
fort or leakage of bile around the tube. The 
following day the clamp was applied continu¬ 
ously, without untoward results. 

By the eighth day the stools were dark, and 
it was apparent that bile was passing into the 
intestines, but the icterus index remained 20 
units. The prothrombin time remained nor¬ 
mal, and there was no indication of a hemor¬ 
rhagic tendency. 

On the sixteenth day the icterus index had 
fallen to 10 units, and the jaundice had obvi¬ 
ously decreased. At the time of discharge on 
the eighteenth da}' (January 28) the patient 
looked and felt greatly improved, the stools 
were dark, and the tube had remained clamped 
off without leakage for several days. 

When examined twelve days later (February 
9) the patient weighed 133 pounds (60.3 Kg.), 
a gain of 7 pounds (3.2 Kg.), and the icterus 
index was 10 units. His appetite was good, 
and he felt excellent. 

A follow up of this group of patients 
has shown that one died three years 
postoperative!}' of an intercurrent dis¬ 
ease. Another has had severe attacks of 
cholangeitis. In this case, however, sev¬ 
eral such attacks had followed cho- 
lecvstectomy and an attempted end-to- 
end anastomosis of the duct before we 
saw her and did a hepaticoduodenos- 
tomy. This case demonstrates the ne¬ 
cessity of operating on these patients 
early, before they have attacks of chills 
and fever, which mean obstruction and 
infection. The remaining- patients of 
the series are alive and in excellent 
health. 

SUMMARY AND CONCLUSIONS 

Injuries of the hepatic and common 
bile ducts have increased with the popu¬ 


larity of cholecystectomy in preference 
to cholecystostomy and the more fre¬ 
quent exploration of the common bile 
duct in search for stones. Treatment is, 
first, prevention of such injuries by 
visualization at the time of cholecystec¬ 
tomy and, second, a hepaticoduodenos- 
tomy or a choledochoduodenostomy, 
which gives more chance of success than 
other procedures. Twelve cases are re¬ 
viewed, one of which is reported in 
detail. 
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DISCUSSION 

Dr. Rodriguez Diaz, Havana, Cuba: I wish 
to discuss section of the cystic duct in the process 
of dissecting and tying this duct. In order to 
avoid this accident I do careful dissection of the 
duct. In cases in which there is severe pericho¬ 
lecystitis, and dissection is difficult, I do the 
cholecystectomy from the fundus to the neck, 
leaving the dissection of the cystic duct for the 
last, and if I still have doubt I puncture the 
gallbladder, extract all the stones and bile, and, 
enlarging the opening, introduce the index finger 
into the gallbladder and dissect it as one would 
a hernia sac until I reach the cystic duct. When 
this stage is finished I change my gloves and 
continue the operation. 

Dr. Moses Behrend, Philadelphia: Dr. Jones 
has presented a subject that is of intense interest 
to me. The peritoneum covering the ducts and 
blood vessels should be opened, and the cystic and 
common ducts and the cystic artery visualized, 
before any clamps are put on. If this is done, 
there will be fewer injuries than occur every day 
all over the world. 

Surgery of the common duct is the most diffi¬ 
cult one can do. Of 124 cases, in 81 a choledo- 
chostor.iy for stones was performed, and in about 
30 cases the gallbladder was drained, because I 
did not believe at the time that a cholecystostomy 
should be done.. But now one can perform it, 
notwithstanding the presence of jaundice in the 
common duct. In 20 cases no jaundice was 
present. In 44 cases we performed all kinds of 
anastomosis of the common duct to the duodenum 
or to the stomach, and I prefer to do the anasto- 
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ture. The ends of the guide suture may 
be tied to the respective ends of the re¬ 
verse-crossed suture. 

SUMMARY 

The author’s continuous reverse- 
crossed suture is characterized by alter¬ 
nating forward and reverse loops the 
limbs of which cross and lock each other. 
It is placed overhand when sewing on the 
mucosa side and inverted when sewing 
from the serosa side. It incorporates the 
whole length and thickness of the edges 
with equalized compression. It is 
stable, yet not too rigid, being capable of 
some expansion allowing for tissue 
swelling. It is therefore a physiologic 
suture performing efficiently the func¬ 
tions of an inner through and through 
suture, namely, approximation, hemo¬ 
stasis, inversion, safety against leakage 
and protection of the seromuscular su¬ 
tures. In addition, its continuity is not 
easily disrupted because of its alternat¬ 
ing change in direction and self-locking. 
It is an all-purpose inner through and 
through suture and incorporates the two 
essential principles suggested by Moy- 
nahan—simplicity and safety. In its 
inverted form, this suture is well 
adapted to fascia suturing, placing most 
of the suture material as well as the 
knots under the fascia surface, thus 
lessening the probability and incidence 
of abscess. 

The continuous oblique-right angle 
suture is devised to give a more even, 
unpuckered and quickly applied sero¬ 
muscular suture line with practically all 
the suture material buried. 11 advances 
obliquely through the visceral surfaces 
with one needle thrust, then at right 
angles straight across, linking the two 
surfaces. Bv reverse-locking every 
third stitch, safety is added to its sim¬ 
plicity and ease of application. 
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R£SUM£ 

Unc nouvcllc methodc dc suture 
gastro-intestinale 

Le point de hauteur est un point de 
couture ressemblant au point de bouton¬ 
niere. II est caractcrise par des anscs 
alternantes, renversees et fixees. Ce 
surjet passe au-dcssus de la muqueuse 
et rabat la sercuse. II incorpore toute 
la longueur et toute l'epaisseur des 
bords par unc compression uniforme, et 
pennet une certainc expansion pour le 
gonflement des tissus. La suture oblique 
et a angle droit nous dotiue unc ligne 
de suture unie et sans bourrelets. Elle 
est sero-niusculaire et presque cnticre- 
ment enfouic. Ln renversant et fixant 
chaque troisieme point on ajoute la 
surete a la simplicite et a la facility 
d’execution dc la methodc. 

ZUSAMMENFASSUNG 
nine ncnc Mcthodc fiir Gastro- 
Intcstinatiiiihtc 

Der Amor heschrciht cine forllau- 
feiicle Retour-Krcuzstichnictliode, die 
durch ahwechselnd vor-und ruckwiirts 
gckniipfte Knoten charakterisicrt v. ini. 
Sic koimut hcini JCalien der Mucosaseite 
nach ohen zu liegen mid ist helm milieu 
der Serosa uingedreht. Die voile Uinge 
mid Dicke der Wumlrander ist mil 
gleicher Komprcssion inhegriffen mid 



A NEW METHOD OF GASTRO-INTESTINAL SUTURING 

WITH THE CONTINUOUS REVERSE-CROSSED INNER SUTURE AND THE 
CONTINUOUS OBLIQUE-RIGHT ANGLE SUTURE* 

SIMON REISLER, M.D., M.I.C.S. 

INDIANAPOLIS 


I T is generally accepted that the suc¬ 
cess of gastro-intestinal operations 
depends largely on the thoroughness, 
accuracy and care in placing the sutures 
used in coaptation and hemostasis. 
While there is a difference of opinion as 
to the number of layers of suture 
necessary to insure good healing in 
gastro-intestinal anastomosis or closure, 
an analysis of the functions of these 
suture layers suggests that the inner¬ 
most suture is the most important. Its 
function is to insure hemostasis, to se¬ 
cure accurate approximation, to pro¬ 
duce a water-tight and air-tight con¬ 
nection and to protect the seromuscular 
layers from the contaminating effects of 
the visceral contents. With a well 
placed and efficient inner through and 
through suture, the seromuscular su¬ 
tures are well protected and are not 
exposed, and the serosa heals quickly 
and firmly before the inner suture is 
absorbed or is shed into the visceral 
lumen. This suture, if inefficient or 
poorly placed, may be the cause of post¬ 
operative hemorrhage, tissue necrosis 
and ulceration, leakage and peritonitis. 
The latter is more often due to leakage 
than to soiling of the peritoneum dur¬ 
ing operation. The seromuscular su¬ 
ture, which is usuallv of nonabsorbable 
material, if improperly protected by the 
inner suture may be exposed to the 
visceral contents, may become a foreign 
body and gradually slough into the 
lumen. Occasionally it may become the 
site of an ulcer. The importance of an 
efficient inner through and through su¬ 
ture. the first line of defense, cannot be 
overemphasized. 


I have for a long time looked askance 
at the generally accepted methods of 
placing this all-important inner through 
and through suture as being inadequate. 
The continuous through and through 
running suture, either free or locked, is 
used almost universally for the pos¬ 
terior layer in gastro-intestinal anasto¬ 
mosis. Glover's 0 free running suture, 
Heister’s 4 continuous lockstitch and 
their modifications have long been in 
use; yet they are most unstable. One 
weak loop or a break in the suture ma¬ 
terial jeopardizes the whole suture line. 
They are subject to shirring, stretching, 
relaxation and contraction from the 
uneven pull of a heavy fluid-filled viscus 
or from distention due to gas. Thev 
provide poor hemostasis unless tight¬ 
ened sufficiently to strangulate the 
tissues, and they do not adequately pro¬ 
tect the seromuscular sutures. In- the 
anterior layer of the inner through and 
through suture, the Connell 2 stitch or a 
modification is often used. While it is 
efficient in turning in the edges, it is 
not effectively hemostatic or leak-proof, 
since it grasps and compresses only a 
small segment of each edge. The 
through and through interrupted Lem- 
bert and Halstead mattress stitches are 
also used in this connection by many 
surgeons. They are efficient in coapta¬ 
tion and inversion but lack hemostatic 
qualities because they do not compress 
the edges. The baseball stitch tends to 
expose some of the mucosa held in its 
grasp which cannot be inverted prop¬ 
erly. Many experienced surgeons at¬ 
tempt to overcome and correct the 
shortcomings of the continuous suture 


^Presented at the International Assembly of the International College of Surgeons, Lew ^ ork 
Mar 23. 1039. 
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EXTRAPERITONEAL ONE STAGE RESECTION OF THE 

COLON 

DR. MED. LUDWIG MOSZKOWICZ 

VIENNA. GERMANY 


R ESECTION of the colon, especially 
of its left portion, still belongs to 
the unsolved problems of surgery'. 
By improving the instruments and the 
technic of suturing and especially by 
proper choice of patients to be operated 
on, the mortality of this operation has 
been reduced from between 50 and 60 
per cent, as reported forty years ago, to 
between 25 and 30 per cent. But even 
the recent procedures in use are not 
likely to increase the percentage of fa¬ 
vorable results. 

All surgeons are agreed that there is 
an essential difference between the com¬ 
paratively harmless resection of the 
right portion of the colon and the dan¬ 
gerous resection of the left portion. In 
this paper a procedure is described for 
the hitherto much dreaded resection of 
the left portion of the colon. This 
method has only recently been so com¬ 
pletely developed that it may be re¬ 
garded as harmless and able to be gen¬ 
erally recommended. 

Even when a young surgeon I was 
impressed by the high mortality follow¬ 
ing resection of the colon. I then tried 
to obtain better results by improving tbc 
instruments and the technic of the so- 
called “aseptic suture of the intestine” 
(190S-1912). Many of the instruments 
then used by me arc now, in a more or 
less changed form, in use among the sur¬ 
geons of today. The problem of aseptic 
operations on the stomach and the in¬ 
testines was later taken up by Hartert 5 
and recently by Starlinger." These 
authors clamp up a fold of each intes¬ 
tine and suture them together without 
opening them. The method is satisfac¬ 
tory, but cannot be universally used be¬ 
cause the instruments needed arc ex¬ 
pensive and not all hospitals can afford 
them. 


Besides, experience has taught that, 
for operations on the stomach and the 
proximal portion of the intestine, the 
preventive measures usually resorted to 
(e. g., tightening with compresses and 
frequent change of gloves) guarantee 
good results. When resecting the distal 
portion of the colon, however, a simple 
technic cannot prevent peritonitis, as 
long as one operates with an open 
peritoneal cavity and, after suturing, re- 
posits the colon. 

For postoperative peritonitis is 
caused not so much by lack of technical 
skill as by permitting contamination 
from the intestine. If the anastomosis 
is effected between the ileum and the 
colon, the suture is washed by noninfec- 
tious contents. But if one creates an 
anastomosis between two portions of the 
colon the suture line is invaded by viru¬ 
lent micro-organisms of the colon, and 
in the case of ulcerated carcinoma 
mostly by anaerobic organisms. There 
results first a putrefying necrosis of the 
borders of the suture of the mucous 
membrane. Then the infection spreads 
quickly to the peritoneum. The ac¬ 
curacy of this statement is confirmed by 
the fact that the results of the resection 
of the colon are considerably improved 
whenever a colostomy is done previ¬ 
ously. In this way the intestine can be 
cleared before resection, and the danger 
of infection is reduced, although not en¬ 
tirely removed. By following this 
method the most experienced surgeons 
were able to reduce the mortality to ap¬ 
proximately 20 per cent: i. e.. every fifth 
patient died. 

This method, recommended by Schlof- 
fer,” of Prague, has the inconvenience 
that the patient must be subjected to 
three operations: fl I colostomy. (2) re¬ 
section of the colon and (3) closure of 
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tighten at one end while loosening at the 
other when subjected to unequal pulls or 
stresses, this cannot happen to the re¬ 
verse-crossed suture, because each re¬ 
verse loop defeats this tendency and 
therefore stabilizes the suture line. This 
suture cannot be said to be rigid, since 
there is some degree of slack in the con¬ 
necting' limb of the forward loop, thus 
allowing for some tissue swelling within 
the suture unit. Because this suture 
maintains accurate approximation, in¬ 
duces good hemostasis and minimizes 
tissue necrosis, there should be a mini¬ 
mum of scar and ring contraction. 

TECHNIC IN GASTRO - ENTEROSTOMY 

The approximating seromuscular su¬ 
ture used in gastro-enterostomy is my 
continuous oblique-right angle suture 



Fig. 2. The continuous oblique-right angle sero¬ 
muscular suture. The bite of the needle is here 
exaggerated to show continuity. The insert shows 
the backstitch used to lock every third stitch. 

(fig. 2 and fig. 6 a and b). It is formed 
by piercing the seromuscular coats of 
the two viscera in an oblique direction 
with one thrust—from the operator’s 
side diagonally across to the opposite 
side. The needle is then brought di¬ 
rectly across to the operator’s side at a 
right angle to the suture line and again 
thrust into the tissues obliquely across 
the surfaces of both viscera, emerging 
on the far side. Again the needle 
crosses to the near side at a right angle, 
piercing and progressing through the 


seromuscular coats of both viscera. As 
the sutures are made, they are tightened. 
The third stitch is reversed a third to a 
half suture length and thus forms a 
figure X, locking the preceding line of 
suture. The suture is then completed. 
It appears as an even line without puck- 
erings and with hardly a suggestion of 
exposed suture material. The distance 
between sutures is about : /s inch (0.3 
cm.). The suture line thus produced is 
essentially similar to that of Cushing’s 3 
right angle suture, but it is more easily 
applied, takes less time and produces no 
puckering. After the incisions are 
made, the edges are trimmed and the 
bleeding vessels are ligated. Then the 
posterior layer of the inner through and 
through suture is begun by securing 
and tying the angles at one end of the 
incised viscera. The needle is advanced 
the length of a proposed suture unit, 
piercing the suture line from the oper¬ 
ator’s side straight through to the op¬ 
posite side, forming the forward loop. 
The direction of the suture is then re¬ 
versed by bringing the needle back to a 
point close to the tying loop at the be¬ 
ginning of the suture unit, piercing the 
tissues from the operator’s side, the 
needle emerging directly on the opposite 
side, where the suture limb is locked 
under its own loop. This forms the 
reverse loop. The forward loop of the 
next suture unit is then formed, and the 
reverse loop is placed and locked, form¬ 
ing another equally spaced suture unit. 
The suture is continued by forming 
similar suture units between forward 
and reverse loops, the latter being locked 
(fig. 3). When the angle is reached, 
it is cleared in the usual way. After 
clearing the angle, the anterior layer of 
the through and through suture begins 
(fig. 4). It is essentially the same stitch 
as in the posterior layer, but it is placed 
in an inverted manner with the crosses 
on the mucosa inside the lumen (fig. 4c) 
and only segments of the loops showing 
on the serosa aspect. The edges are 
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shotgun.” In 1920 I described a pro¬ 
cedure which definitely prevents such 
calamities. But there are other disad¬ 
vantages. For this reason most sur¬ 
geons rarely use the so-called two stage 
resection of von Mikulicz. My expecta¬ 
tion that his procedure would be ac¬ 
cepted as the only method to be used 
was not nearly realized. 


be particularly observed in exteriorization of 
the colon Some authors (Finstercr, 2 Porges*) 
believe that the exteriorization is possible only 
for the movable portions of the colon, such as 
the colon transversum and colon sigmoideum. 
But this opinion is wrong. 'Every portion of 
the colon, and therefore, for example, the 
colon descendens, can be detached from the 
posterior wall of the abdomen and exteriorized. 
The blood vessels of the kidney, the spermatic 
vessels and the ureter must be carefully iso- 




Fig. 1 In A the dotted line indicates the extension of detachment in a case of carcinoma coh dewen- 
deiitis. B shows the colon and mesocolon detached, with the \essels located In C a “double-barreled 
shotgun" has been formed. Note the adjustment of the taeniae. 


The most important objection is that 
the patient for a long time must suffer 
the disadvantage of the anus praenatu- 
ralis, and that this must be closed by a 
second operation, which is not entirely 
without danger and is therefore often 
omitted. 1 endeavored to limit the time 
needed for treatment and to make the 
second operation superfluous (1935, 
1936). cb c As the technic of the pro¬ 
cedure is not generally known and suc¬ 
cess depends on the strictest considera¬ 
tion of many particulars, I shall describe 
the procedure exactly as developed by 
myself, stressing first the essentials to 
be observed in the von Mikulicz opera¬ 
tion. 

VOX MIKULICZ PROCEDURE 

Detachment of Extensive Portions of the 
Colon The late Friedrich, of Konigsberg, 
showed the necessity of resecting not only the 
diseased portion of the colon, together with 
its mesocolon, but much greater portions of 
bowel above and below the tumor This is to 


latcd. Figure 1/1 shows the procedure in one 
of my latest operations. There was a carci¬ 
noma coli descendentis stenosans. The dotted 
line in the diagram indicates that in such a 
case the colon must be detached from the mid¬ 
dle of the colon transversum and united with 
the fiexura sigmoidca. The ligamcnta (gaslro- 
colicum, phrcnicocohcum) and the typical 
lateral adhesions arc divided The mesocolon 
is to be detached far beyond the palpable 
lymph nodes. The ligature of the correspond¬ 
ing branches of the artcriac mesentcricne de¬ 
prives a large portion of the colon of blood 
supply, another reason for detaching more dis¬ 
tal portions of the colon in order to have at 
one's disposal a well nourished colon for the 
anastomosis (fig. 1/1) 

Formation of the Dof'f'clflinte (Double- 
Barreled Shot(jun). Only such parts of the 
colon as are well supplied with blood are suit¬ 
able for anastomosis One determines such 
suitability hv slightly scratching the serosa of 
the colon. A good blood supply is shown by 
the issuing of light red blood The two seg¬ 
ments of intestine must be correctly adjusted, 
not in an oblique but in a strictly parallel 
position, and sutured together along the proper 
line. As early as 1920 I suggested turning the 
two intestinal segments toward each other so 
that the portion of the ctrcumfcrenr * mo-l 


216 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


while the short connecting lines, repre- stitch with the lock; c illustrates Lem- 
senting a short length of each loop, bert’s suture with an interval lock, 
should be visible on the serosa aspect. The inverted reverse-crossed .suture 
This makes it necessary to place the may be adopted for the approximation 
sutures of the posterior wall of the of fascia planes by placing the suture 
stoma in a gastro-enterostomy with the units farther apart (fig. 5 d, c and f). 





Fig. 6. Closure of duodenal stump, a, running suture over the clamp, b, the clamp removed, the 
suture made taut and held as a guide and the inverted reverse-cross stitch being placed over the guide suture. 
When completed, the respective ends of the two sutures are tied together, c, the reverse-crossed through 
and through suture in place and partly covered by the oblique-right angle seromuscular suture. Corners 
are reenforced with interrupted Lembert stitches. 


crosses showing and the loops behind; 
while, after turning the corner, the 
suture is inverted, the crosses being 
within and under on the mucosa side 
and the loop lines showing anteriorly 
on the serosa side. As each loop is 
placed, it is tightened by the operator 
with his fingers, as instruments may 
damage the suture material; the con¬ 
necting limb is held taut but not very 
tightly so as to allow a small amount of 
slack. Inversion is accomplished while 
tightening loops. The spacing depends 
on the thickness of the tissues. Ordi¬ 
narily the suture unit should be about the 
length of the combined thicknesses of 
the two edges; the distance between 
units should be about one fourth the 
length of a suture unit. 

OTHER USES AND MODIFICATIONS 

A reverse loop may be placed at every 
third or more stitch in other forms of 
sero-muscular suture. Figure 5a and b 
shows the author's oblique-right angle 


This makes a substantial coaptation, 
placing the knots and most of the suture 
material on the under surface of the 
fascia, where absorption is better and 
the blood supply richer than in the sub¬ 
cutaneous tissues, lessening the chances 
for infection from catgut and abscess 
from stitches. 

End-to-end anastomosis may be ac¬ 
complished by the three section method, 
the overhand method of suture being 
used for the first two sections and the 
inverted method for the last section. 
Closure of the duodenum (fig. 6) or of 
any bowel stump or of the sectioned 
stomach may be done by placing a run¬ 
ning suture loosely over the clamp, re¬ 
moving the clamp and making the ends 
of the running suture taut. (The in¬ 
terior may be explored with the finger 
before the guide suture is tightened.) 
This straightened suture is used as a 
guide, the reverse-crossed suture being 
placed over it in an inverted manner and 
followed by a seromuscular line of su- 
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Nahtlinie, bei der nahezu das ganze 
Nahtmaterial unter der Oberflache 
liegt. Durch Ruckknotens jedes dritten 
Stiches Avird die Sicherheit grosser und 
ebenso die Einfachheit. 


RIASSUNTO 

Un inetodo nuovo per suture 
crastro-intestinali 

o 

L’autore descrive una sutura con- 
tinua, ritorno-incrociata che e carat- 
terizzata da nodi destri e sinistri alter- 
nati. Questa sutura comprende tutta la 
lunghezza e tutto lo spessore della ferite 
operatoria con compressione eguale dei 
margini permettendo cosi un espansione 
per la tumefazione dei tessuti. La su¬ 
tura continua ad angolo retto una sutura 
seromuscolare di bell’aspetto che e ap~ 
plicata rapidamente e tutto il materiale 
di sutura e practicalmente coperto della 
pelle. Annodando ogni terza sutura si 


aggiunge sicurezza alia semplicita e 
facilita di applicazione. 

SUMARIO 

Un inetodo nuevo de sutura 
gastro-intestiual 

La sutura continua reversa-crusada 
del autor esta caracterizada por la 
alternation hacia adelante y atras de 
puntos entrelazados. Este es colocado 
encima cuando se cose en lado de la 
mucosa e invertido cuando se cose del 
lado de la serosa. Este incorpora toda 
la longitud y espesor de el borde con 
presion igualada, permitiendo alguna 
expasion para la inflamacion de los 
tejidos. La sutura continua oblicua- 
angulo-recto da una costura pareja, 
facil de aplicar con una sutura sero¬ 
muscular en la cual el material queda 
casi completamente cubierto. Cuando se 
entrelaza y reversa cada tercer punto, 
seguridad es anadida a su facilidad y 
simplicidad de aplicacion. 


oOo 


Dr. R. A. Gutmann, consulting physician for 
gastro-enterology in Professor Gosset’s surgical 
clinic at the Salpetriere, has solved a method 
of early diagnosis of carcinoma of the stomach 
by correlation of clinical study, therapeutic tests 
and roentgenographic evidence. In his recently 
published book he reports cases in which the sur¬ 
geon at operation could palpate nothing abnor¬ 
mal and hardly anything abnormal could be seen 
on the open viscus by the naked eye, but micro¬ 
scopic examination alone proved the diagnosis. 
Professor Gosset claims in the preface that 
this work is the first to be published on the initial 
phases of gastric ulcer. 


The Royal College of Surgeons, England, has 
awarded the John Tomes prize for 1936-1938 to 
Dr. Arthur Bullerd, for his researches into 
the bacteriology of the mouth. Professor Ernst 
W. Hey-Groves has been appointed Moynihan 
lecturer for the current year. 


At the Milwaukee meeting of the American 
Neisserian Medical Society, which met in con¬ 
junction with the American Association for the 
Advancement of Science, the Francis Amory re¬ 
search award for 1940 was given to Dr. P. S. 
Pelouze, assistant professor of urology, the Uni¬ 
versity of Pennsylvania School of Medicine. 
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the stoma of the colon. The procedure 
is improperly called a three stage resec¬ 
tion of the colon. This term is a mis¬ 
nomer, for the actual resection of the 
colon (i. e., the second of the three 
operations) is performed in the same 
manner as the one stage resection of the 
colon, with the peritoneal cavity open. 
Thus the patient is still exposed to the 
danger of peritonitis, in addition to all 
the inconveniences of a fistula coli last¬ 
ing many months. 

METHODS OF EXTEAPERITONEAL 
RESECTION 

Many unfortunate experiences taught 
me that real progress was not to be ex¬ 
pected until the resection with the open 
peritoneal cavity could on principle be 
avoided by procedures in which the de¬ 
tached portion of the colon is exterior¬ 
ized and resected later on. Such opera¬ 
tions were occasionally performed if the 
patient was very weak and an operation 
requiring more time seemed too drastic. 
Studgaard, Bloch, Hahn, and Hochen- 
egg' have recorded methods to accom¬ 
plish this end. but it was von Mikulicz 5 
who developed the procedure so com¬ 
pletely that it could be recommended as 
the only and typical operation for carci¬ 
noma coli. Von Mikulicz at that time 
was not aware that similar suggestions 
had already been made by von Heineke 
and Paul. A historical survey is to be 
found in an article by Anschutz (1907) 7 

The essential improvement for which 
von Mikulicz was responsible is the fol¬ 
lowing: The portion of the colon to be 
resected is not only placed outside of the 
abdomen but is also prepared for the 
anastomosis by suturing together the 
portions of the colon above and below 
the stenosis. The result is a double tube, 
which von Mikulicz called Doppelflinte 
(double-barreled shotgun). The ab¬ 
dominal wall is then tightlv closed about 
the exteriorized colon. This can then 
be resected presently or later on. There 

* This method has been more exactly described 


results an anus praeternaturalis with 
two openings. After -some days the 
partition wall between the two intestines, 
called by German authors Sporn (spur), 
can be removed by crushing it with a 
forceps so that the two tubes will be 
united. There results one opening, 
which can be closed later. 

At the Thirty-first Meeting of the 
German Society of Surgeons in Berlin 
in 1902, von Mikulicz reported on six¬ 
teen patients so treated, with a mortality 
of 12.5 per cent, a result more favorable 
than any achieved up to that time. Be¬ 
fore the same society in 1920 I was able 
to report eight cases of resection of the 
left portion of the colon, in all of which 
the operation was accomplished up to 
the closure of the anus praeternaturalis. 
One patient died from cardiac failure 
within the first twenty-four hours after 
the extraposition. 

But not all German surgeons were 
successful in using the new method. 
Nordmann, 7 in a very circumspect re¬ 
port on surgery of the colon at the Ber¬ 
lin meeting in 1926, reported on one 
hundred and forty-four patients oper¬ 
ated on according to the method of von 
Mikulicz (so-called two stage resection 
of the colon) by different surgeons, with 
a mortality of 28 per cent. This was 
just as high a percentage as was then 
usual with the one stage resection. 
Nordmann reached the conclusion that 
the one stage resection of the colon must 
be regarded then, as before, as the ideal 
and best method. 

Nevertheless I myself continued to 
use the method of von Mikulicz. In my 
opinion, many surgeons obtained poor 
results because they did not perform this 
procedure* as cautiously as necessary. 
Especially the crushing of the "spur” 
seems to be a serious obstacle to many 
surgeons. Fatal incidents were re¬ 
ported, e. g., the inclusion of a neigh¬ 
boring portion of small intestine or of 
the mesocolon of the "double-barreled 

y Anschutz (1907). 1 
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superfluous, as with cauterization of the 
borders of mucous membrane the fistula 
quickly narrows and finally closes 
spontaneously. This occurrence is es¬ 
sentially promoted if, by tamponing the 
subcutaneous tissue, coalescence be¬ 
tween the mucosa of the stoma and 
the skin is prevented. In the state of in¬ 
testinal obstruction the resection of the 
colon with exteriorization is contraindi¬ 
cated. 
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RfiSUMfi 

Resection cxtra-peritoncalc du colon 
cn tin temps 

Une methode de resection, en un 
temps, du colon, par voie extra-peri- 
toneale, est decrite. Cette methode 
previent la peritonite si frequente dans 
les resections du colon descendant. 
Elle est un dcveloppement de la methode 
de resection du colon par exteriorisa- 
tion, prcconiscc par Mikulicz. Cette 
exteriorisation n est qu'un temps _ de 
l'operation. La resection suit immedi- 
atement. L'cerascment de l'eperon en 
canon dc fusil est accompli dans tine 


semaine. Une operation pour fermer la 
fistule est superfiue, car si on cauterise 
les bords de la muqtteuse, la fistule se 
ferine spontanement en peu de temps. 
On peut hater la fermeture en tampon- 
nant le tissu sous-cutane. Dans les cas 
d’obstruction intestinale, la resection du 
colon avec exteriorisation est contre- 
indiquee. 

ZUSAMMENFASSUNC 

Extrapcritoncalc cinzeitige Resektion 
des Colon 

Eine Methode fiir die Resektion des 
Colon wird beschrieben, die (speziell in 
den gefahrlichen Resektionen des linken 
Colon) durch extraperitonenlem Vor- 
gehen einer Peritonitis vorbeugt. Die 
Methode wurde aus der Miculicz'schen 
Exteriorisationsresektion des Colon ent- 
wickelt; die Resektion ist jcdoch nnr eitt 
Teil der Operation der kurze Zeit in 
Anspruch ninunt und sofort von der 
Resektion gefolgt wird. Eine Operation 
fiir die Obliteration des Colostomas ist 
iiberfltissig, da nach Kautcrisation der 
Mucosarander die Fistcl kleiner wird 
und sich schliesslielt von selbst schliesst. 
Die SchHesstmg wird durch Tamponade 
beschleunigt. Bei Ileus ist die Exleri- 
orisationsoperation kontraindiziert. 

SUMARIO 

Rcscccion cxtrapcritoncal del colon 
cn un ticmpci 

Un ntetodo dc rcscccion del colon ha 
sido descrito el cual (especialmentc cn 
la resection peligrosa de la portion 
izquicula) preeviene peritonitis por cl 
proccdimiento extraperitoneal. Esta ha 
sido desavrollada dc la resection con 
exteriorization de Mikulicz, pero ex¬ 
teriorization cs solamcnte parte dc la 
operation, requiriendo solamcnte un 
corto tiempo, y la rejection sigue im- 
mediatamente. El aplastamicnto dc cl 
"spur” 6 el as! llamado escopcta do do? 
canones cs terminado d c la 
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distal from the mesentery might be sutured. 
In this way, when, later, the spur is to be 
crushed, the mesocolon cannot be damaged 
(fig. 1C and 35). 


Fig. 2. In A the portion of the colon to he re¬ 
sected has been exteriorized, the peritoneum and 
muscles have been fixed by suture to the intestine, 
and the subcutaneous tissue has been tamponed. B 
shows the colon resected, the distal opening ligated 
and a Mixter’s glass tube tied into the proximal 
opening. 

It is important to suture the two intestinal 
segments at a length of at least 3 3/-10 inches 
(10 cm.) in order that the anastomosis may 
be wide enough and a narrowing by scat- 
shrinkage is rendered impossible. As the for¬ 
ceps is shorter than the suture, it is impos¬ 
sible to involve any portion of intestine near 
the area of crushing (fig. 3 B). I recommend 
wrapping the two intestinal segments in a 
portion of the omentum, if possible, or, if this 
is not possible, detaching the borders of the 
peritoneum, and suturing them at the deepest 
point of the Doppelflinte (fig. 2/1) so that this 
is located altogether extraperitoneally. An ex¬ 
perienced surgeon knows that a gap between 
the fixed colon and the lateral wall of the 
abdomen must be avoided. The colon should be 
attached by some sutures to prevent an in¬ 
carceration of the ileum. 

v Figure 2 A shows a carcinoma lying outside 
the abdomen, with the double tube within the 
integumentum abdominis. It is to be empha¬ 
sized that, as von Mikulicz already has stated, 
the colon must lie outside the abdomen with- 
>ut any tension. 

The edges of the peritoneum and of the 
muscles must be sutured around and snugly 
fixed to the extraposed colon, but not too 
tightly, lest the extraposed intestine be com¬ 
pressed. Formerly I also stitched up the skin, 
as all surgeons do, with the intention of pre¬ 
venting an infection of subcutaneous tissue and 
eventually of the peritoneum. But nowadays 
I suture only the peritoneum and the muscles, 
and these quite tightly; the skin is sutured 
only as shown in figure 2 B All around the 
extraposed colon the subcutaneous tissue is 


tamponed with iodoform gauze. Thus coales¬ 
cence of the skin with the colon is purposely 
prevented. The reason for this procedure will 
be explained in the following section. 

Resection of the Extraposed Colon Immedi¬ 
ately After Closure of the Abdomen. Formerly 
surgeons did not trouble much about preparing 
the extraposed colon; they exteriorized it in 
some way or other and closed the remaining 
portion of the wound. After some days the 
extraposed colon became necrotic. Suppura¬ 
tion and stench forced them to resect it. And 
in some clinics (Porges, 0 Hochenegg/ Schmie¬ 
den, 13 Reichel and Staemmler 10 ) the opinion 
still prevails that the extraposed colon should 
be cut only after some days, when the peri¬ 
toneum has joined the colon. But one must 
remember that the exteriorized portion of the 
colon is not well nourished and therefore in 
a state in which putrefactive processes pre¬ 
vail. The patient is thus endangered by re¬ 
sorption of toxins and, I believe, also by the 
continuous strain on the mesenteries, produc¬ 
ing a shock. Suppuration may also spread 
onto the peritoneum and cause peritonitis. All 
this can easily be prevented by immediate re¬ 
section of the colon. At a proper distance 
from the carcinoma the colon is clamped and 
cut with the Paquelin cautery. Two openings 
result. The distal one is instantly ligated; 
into the proximal opening is fixed a Mixter’s 
glass tube lengthened by a rubber tube so that 
one can at once empty the colon by lavage. 
All this can be done without soiling the wound. 
On the following days also lavage is done. 
The glass tube holds firmly for three or four 
days; if necessary, it is tied once more. Von 
Mikulicz covered the skin suture with zinc 
ointment. I cover the area surrounding the 
wound with layers of gauze fixed on the skin 
with mastisol. The top layers of the gauze are 
changed whenever necessary; the deeper ones, 
especially the iodoform gauze, remain undis¬ 
turbed for some days. When, on the fifth day, 
one changes the iodoform gauze, one finds the 
two intestinal tubes surrounded by a trough¬ 
like area covered with granulations (fig. 3G). 
This space is washed once a day with solution 
of hydrogen peroxide and then loosely filled 
with iodoform gauze. There is only a slight 
exudation, and one can rely on the peritoneal 
suture remaining tight by adhesions. These 
adhesions are supported by the iodoform gauze 
tampon. 

Early Crushing of the Spur. At the clinics 
of von Mikulicz and Rotter surgeons began to 
crush the spur after two to three weeks. I 
endeavor to start this as soon as possible. As 
early as five days after operation the general 
condition of the patient and the state of the 
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ITS CONTRIBUTION TO THE KNOWLEDGE OF THE PHYSIOPATHOLOGY 
OF THE COMMON BILE DUCT* 

DR. P. L. MIRIZZI, F.I.C.S. 

CORDOBA, ARGENTINA 


A T the third Argentine congress of 
surgery, in Buenos Aires in 1931, 
I called attention to the advan¬ 
tages of operative cholangiography in 
revealing the nature of obstruction in 
and the functional capacity of the bile 
passages. More recently, in a series of 
articles, I have reported the results of 
my study of the phytopathology of the 
hepatic and common ducts, the diag¬ 
nosis of their pathologic states and the 
surgical procedures indicated in disease 
of the principal excretory duct. 

METHOD 

The delicacy of the walls of the common 
bile and hepatic ducts and their propensity to 
contract in the presence of any irritant, phys¬ 
ical or chemical, demand the employment of 
an appropriate method, such that the factors 
that might influence the exact interpretation 
of the functional condition of the excretory 
passages are reduced to a minimum. 

Operative cholangiography as I have de¬ 
veloped it suppresses visualization of all for¬ 
eign bodies in the hepatic and common bile 
ducts and respects the anatomic integrity of 
these ducts Furthermore, slow injection of a 
small quantity of opaque substance avoids dis¬ 
tention of the bile duct branches, and conse¬ 
quently spasmodic phenomena of the papilla 
are prevented, together with regurgitation 
along Wirsung’s duct A mechnmcalU forced 
passage of the flow is also avoided by over¬ 
flow through the ampulla of Vaier, 

The substance employed is lipiodol, with 
which a maximum of detail is obtained and 
which makes possible in the short time avail¬ 
able during operation a study of the evacua¬ 
tion of the hepatic and common bile ducts 
The quantity injected is 3 cc., on an average, 
administered at the rate of 1 cc a minute 
through the cystic duct with an appropriate 
cannula the tip of which does not pass f leis¬ 
ter's valves, in order that, as much as possible. 


all excessive pressure may be avoided—an 
object that can be attained only by extreme 
caution in view of the low secretory pressure 
of the biliary network. Naturally, when the 
injection is made into the gallbladder, 10 cc. 
of lipiodol is used after aspirating a similar 
quantity of bile. 

For the sake of brevity I shall speak, first, 
of the physiology of the hepatic duct; second, 
of so-called sphincteritis, and, third, of over¬ 
looked stones, on the basis of knowledge 
gained from the systematic study of 600 cases 
of gallstones in which operation was per-' 
formed and in which, without exception, oper¬ 
ative cholangiography was practiced. 

PHYSIOLOGY OF THE HEPATIC DUCT 

The hepatic and common bile ducts, 
in synergic or antagonistic action with 
the sphincters, regulate the filling and 
emptying of the gallbladder so that func¬ 
tionally the main duct is inseparable 
from the accessory duct. From roent- 
genogrnphic * documentation obtained 
through operative cholangiography, 
from the physiologic point of view, the 
biliary tree is constituted of two excre¬ 
tory systems that act in harmony, 
thanks to the synergic action, either 
physiologic or anatomic, of the sphinc¬ 
ters; the two systems are the hepatic 
system and the gallbladder-common bile 
duct system. 

The first comprises the hepatic duct, 
its principal ramifications and the intra- 
glandular branches; it is controlled hv 
a physiologic sphincter which exercises 
its contractile action along the whole 
length of the hepatic duct. 

According to the classic textbooks on 
physiology, the gallbladder fills pas¬ 
sively in the intervals of digestion, ow¬ 
ing to a temporary closing of the 


♦ Kcad at the Intcrnaimnal As*cmblv o{ the International Cotlepc of Sur peons, New York, Maj 22. WT 
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scribed my method. But, as the adhesive qual¬ 
ity of the serosa is lacking with this method, 
the suture, even when made in three layers, is 
not entirely reliable. A fistula often develops, 
which, however, regularly closes by itself after 
some days. 

AUTHOR’S OPERATION 

Up to this point I have described all 
the particulars which, it seems to me, are 
essential in an exactly performed von 
Mikulicz operation. Now I shall state 
my own procedure, which is intended to 
make the operative closure of the stoma 
superfluous. 

As I have shown in 1935 and 1936, cb - c the 
everted borders of the mucous membrane 
shrink and become inverted when cauterized 
with the Paquelin cautery (fig. 3Z?).'j' One 
starts cauterization as early as possible, on the 
average, a fortnight after resection. The pa¬ 
tients leave the hospital with the stoma shrink¬ 
ing. Once a week they come to the polyclinic 
service, and on that occasion the borders of 
the mucosa are cauterized again. Soon the 
stoma becomes so narrow that a finger can 
scarcely be introduced. I was struck" by the 
observation that the shrinking of the stoma 
was more rapid at the beginning, as long as 
the mucosa had not yet grown together with 
the skin. When, later on, tire stoma was sur¬ 
rounded by callous skin borders, the shrink¬ 
ing became slower.^ I determined to prevent 
the coalescence of the mucosa with the skin in 
the next case by tamponade of the subcutane¬ 
ous tissue (fig. 2). The effect of this meas¬ 
ure was astonishing. Ten days after the resec¬ 
tion of the exteriorized colon, when the spur 
was already removed, the stoma, obviously 
drawn by the mesentery, sank into the depth 
of the wound (fig. 3 C, D and E ). Fourteen 
days after resection the wound resembled that 
shown in figure 3G. At the bottom of a granu¬ 
lating funnel was to be seen a narrow opening 
of the colon. As soon as an ectropion of the 
mucosa was formed, the edges of the mucosa 
were cauterized. The fistula coli became 
quickly smaller and at last closed by itself 
(figs. 3 F and H). The rapidity of this occur¬ 
rence was surprising. On the twenty-fourth 
dav after operation a finger could scarcely be 
introduced; a month later, a stick of silver 
nitrate just passed through.' Within another 


month the fistula had closed. The treatment 
of such fistulae coli is, of course, difficult. One 
can promote spontaneous closure by cauteriza¬ 
tion with the Paquelin cautery, with the area 
under local anesthesia. The following regimen 
is helpful: One begins with thorough purga¬ 
tion. Then one prescribes a liquid diet (soup, 
tea, coffee with whipped cream, lemonade with 
much sugar)- for three or four days and then 
a pap diet (rice, porridge, eggs, minced ham, 
toast, butter) for a week. Fruit, jam and 
vegetables are forbidden. This regimen can, 
after an intercalation of a normal diet for a 
week, be repeated, if necessary. The patients 
willingly take to this drastic diet, as they feel 
their fistulas rapidly becoming dry and smaller. 

Comment. The procedure just de¬ 
scribed represents a modified method of 
l esection of the colon with extraposition. 
The time required for the exteriorization 
itself has been reduced to a fraction of 
the time needed with other methods, as 
the extei iorized colon is immediately 
i esected. Thus one can hardly call this 
a “resection with extraposition” any 
longer. Neither is the usual term “two 
stage i esection of the colon ’ adequate, 
because the closure of the stoma has 
been made superfluous by cauterizing 
the edges of the mucosa. One can speak 
of only one operation. The crushing' of 
the spui and the thermocauterization 
are special features of after-treatment. 
This, then, entitles one to speak of the 
procedure as an “extraperitoneal one 
stage resection of the colon.” 

As the resection itself is made en¬ 
tirely extraperitoneal, the danger of the 
operation is reduced to a minimum. By 
the rapid succession of the crushing of 
the spur and the cauterization the period 
of after-treatment is greatly reduced. 
The patient need stay in the hospital 
only from fourteen to sixteen days; the 
rest of the treatment is ambulatory. 
After two months the fistula coli hardly 
incommodes the patient, because it has 
dwindled to almost nothing. 

The method here described requires 


i The diathermic cauterizer lias not the same effect. 

J My case 3 was very instructive. The patient had been operated on by another surgeon four months 
previously. He resected a portion of the colon sigmouleum by extraposition but had not closed the two 
openings of the colostoma. I crushed the spur and tried my method of cauterization. But the mucous 
membrane did not shrink until I detached it from the skin with the scalpel. 
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pare the dyskinesis to the dysthyroid- 
ism of these upholding the dual theory, 
and stenosing odditis in its initial stage 
to the hyperthyroidism. The first is a 
disturbance of function, the second an 
increase of the same. 

The name stenosing odditis remains 
for all those resistant papillas, without 
specifying, naturally, the factors that in¬ 
tervene to create the more or less per¬ 
manent obstruction at the level of Oddi’s 
sphincter. 

I have documentation of 600 cases, 
which furnish irrefutable proof by 
means of operative cholangeitis that 
dyskinesis and stenosing odditis really 
exist. As a matter of fact, according to 
my experience, some painful sequelae of 
cholecystectomy are closely connected 
with dyskinesis and stenosing odditis. 
Some patients in whom the gallbladder 
was removed and the abdominal wall 
closed without drainage have returned 
complaining of painful attacks, begin¬ 
ning immediately after operation. The 
symptoms were similar to those of so- 
called hepatic colic. Examination of 
the roentgenograms obtained during the 
operation demonstrated conclusively a 
sluggish evacuation of the common bile 
duct, due to a certain degree of resis¬ 
tance of the sphincter of Oddi. It is 
right to infer that in those patients with 
an excretory system that is not adaptable 
the suppression of a slightly altered 
gallbladder may increase the painful at¬ 
tacks. These "facts prove that the bile 
retention is sometimes the main cause of 
the attacks before and after cholecystec¬ 
tomy. This explains the improvement 
experienced after medical drainage of 
the bile duet, and the recurrence ob¬ 
served when such patients are given 
substances provoking spasm of the 
sphincter of Oddi. This statement is 
also supported by the dilatation of the 
stump of the cystic duct, observed in 
certain cases in which a second opera¬ 
tion was performed after cholecystec¬ 
tomy. 


OVERLOOKED STOKES 

Operative cholangiography gives pre¬ 
cise information in the field of over¬ 
looked stones. 

Choledochostomy, followed by instru¬ 
mental exploration, has been advocated 
in its place. It is clear that choledo¬ 
chostomy does not lead to ill effects 
when the duct is of greater diameter 
than normal; but incision of a normal 
duct is more serious in that it may lead 
to stenosis. 

The choledochostomy should be done 
when the hepatic duct lias thickened 
walls and is dilated, and if the bile 
withdrawn by previous puncture con¬ 
tains particles in suspension. According 
to my experience, it is not always pos¬ 
sible to be sure of the diameter and 
thickness of the duct: it is also a fact 
that sometimes a small stone can be dis¬ 
covered at the lower third or in the 
papilla and yet in association with a 
thin-walled duct, and even with a trans¬ 
parent bile content. 

The importance of operative cholangi¬ 
ography in the recognition of common 
bile duct stones is indisputable. One of 
the outstanding facts is constituted by 
the comparison of the percentage figures 
before and after the systematic employ¬ 
ment of this procedure; my statistics ob¬ 
tained with the exclusive employment of 
the palpation, choledochostomy and in¬ 
strumental exploration varied around 12 
per cent; at present, with tile use of 
operative cholangiography the percen¬ 
tage has reached 24. This is probably 
the highest percentage recorded at pres¬ 
ent. Ill addition, by personal inquiry 
among those most experienced in biliary 
tract surgery. I have been able to prove 
that the highest percentages arc ob¬ 
tained by those surgeons who have in¬ 
corporated operative cholangiography 
as an exploratory procedure. 

I believe therefore that operative cho¬ 
langiography should be associated with 
the other resources employed du ' le 
operation. 
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fairly narrow, and by April 11 the fistula coeci 
had closed by itself. 

The patient carried on his business and had 
no trouble with his small fistula, and only as 
late as Aug. 4, 1938, could be induced to have 
the fistula closed by suture, with the area 
under local anesthesia. 

Case 3. A woman aged 62 had been oper¬ 
ated on four months previously by another 
surgeon on account of carcinoma flexurae 
sigmoideae, with extraposition of the colon. 
The "double-barreled shotgun” was incom¬ 
pletely formed: The two tubes were not 
parallel. At the patient’s request I started pre¬ 
liminary measures for closing the anus 
praeternaturalis. This procedure was ham¬ 
pered by the adiposity of the patient, a hernia 
ventralis about the anus praeternaturalis, and 
the aforementioned oblique position of the 
two tubes of the intestines. 

On/ April 25, 1938, a squeezing clamp was 
put on the spur, and this clamp was removed 
on April 29. On May 7 the colostoma was 
wide (measuring from 3 to inches [7.6 to 
8.9 cm.]). Cauterization was done. On May 
28 repeated cauterizations were carried out, 
without effect, as coalescence with the skin 
had proceeded too far. I determined to de¬ 
tach the mucous membrane from the skin, with 
the area under local anesthesia. After detach¬ 
ment, the mucous membrane and skin were 
sutured separately, by which procedure the 
aperture of the stoma was narrowed to 2 
inches (5.08 cm.). 

On June 24, after repeated cauterization, the 
stoma was narrowed to 1>4 inches (3.8 cm.), 
but a new spur had lately arisen, due to shrink¬ 
ing of the scar. A squeezing clamp was put 
on in a different direction. By June 27 this 
had fallen off. By July 27, after repeated 
cauterizations, the fistula had shrunk to 7/10 
inches (1.8 cm.), and by August 15 to 3/10 
inches (0.8 cm.). On the latter date it was 
closed by suture, with the area under local 
anesthesia. The skin stitches were removed 
on August 24, and there was a stool per anum 
On August 30 a small fistula intestini had 
formed. Laxatives and a liquid diet were pre¬ 
scribed. By September 15 the fistula had 
spontaneously closed. 

Case 4. A woman aged 62 had been treated 
for colitis for one and one-half years, with an 
apple diet. There had been no stool for a 
week. The abdomen was inflated, and there 
was a distinct peristalsis in the region cor¬ 
responding to that of the colon ascendens and 
the colon transversum. Rectoscopy showed 8 
inches (20.3 cm.) in a normal state. An x ray 
showed the barium clyster filling the colon 


up to the middle of the colon descendens. 
The general condition was good. Operation 
was indicated. 

On May 14, 1938, with the area under local 
anesthesia, combined with etherization for 
some minutes, an oblique incision was made 
parallel to the left costal bend. The colon 
descendens was much narrowed by carcinoma, 
and there were several hard lymph glands in 
the mesocolon. The colon was detached from 
the middle of the colon transversum and su¬ 
tured to the flexura sigmoidea, with formation 
of a "double-barreled shotgun,” extraposition 
and suture of the integumentum abdominis, 
excepting the skin. The subcutaneous tissue 
was first tamponed with iodoform gauze. 
The extraposed colon was resected, and Mix- 
ter’s glass tube was introduced. Immediate 
intestinal washing removed masses of thick¬ 
ened stool. Washing was carried out once a 
day on May 15, 16 and 17. 

On May 18 tinctura opii was given, and the 
iodoform gauze was changed. On May 19 a 
squeezing clamp was put on the spur. This was 
removed two days later, and an elastic loop 
was adjusted. By May 22 the spur was gone, 
and there was a stool per anum. On May 26 
the patient left her bed. 

On May 30 the borders of mucosa were 
cauterized at the bottom of the funnel (fig. 
3D). The patient left the hospital on June 7, 
with the wound considerably reduced under 
strips of adhesive plaster (fig. 3 H). The 
fistula coli offered passage for one finger only. 
On June 22 cauterization was done once more. 
On July 26 the fistula just allowed passage of 
a stick of silver nitrate, and by August 8 it 
had spontaneously closed. 

SUMMARY AND CONCLUSIONS 

A method of resection of the colon 
has been described which (especially in 
the dangerous resections of the left por¬ 
tion of the colon) prevents peritonitis 
by the extraperitoneal procedure. It 
has been developed from von Mikulicz’ 
procedure of resection of the colon with 
exteriorization, but differs from it in 
essential points. Extraposition is only 
part of the operation, requiring but a 
short time, and the resection follows im¬ 
mediately. The crushing of the spur of v 
the so-called “double-barreled shotgun” 
is finished within the first week. 

With this method an operation for 
closure of the stoma of the colon is 
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RIASSUNTO 

Colangiografia operative! 

Sulla scorta di 600 casi nei quali 
questo metodo fit applicato l’autore 


conclude che la colangiografia opera- 
toria con lipiodol e di gran valore nella 
rivelazione della natura di ostruzioni e 
della capacita funzionale dei condotti 
bileari. 


FELLOWSHIP DUES, AS WELL AS DUES FOR MEMBERSHIP AND ASSOCI¬ 
ATE MEMBERSHIP, ARE PAYABLE NOW AND SHOULD BE SENT TO 
DR. BENJAMIN I. GOLDEN, DAVIS MEMORIAL HOSPITAL, ELKINS, W. VA. 


NOTICE: —THOSE INTENDING TO PARTICIPATE IN THE SCIENTIFIC PRO¬ 
GRAM AT THE NATIONAL MEETING OF THE UNITED STATES CHAPTER 
OF THE INTERNATIONAL COLLEGE OF SURGEONS IN VENICE, FLORIDA, 
KINDLY COMMUNICATE PROMPTLY WITH DR. FREDERICK M. DOUGLASS, 
421 MICHIGAN STREET, TOLEDO, OHIO, OR WITH DR FRED H. ALBEE, 
57 WEST 57TH STREET, NEW YORK CITY. 


BACK NUMBERS OF THE JOURNAL 

THOSE WHO HAVE EXTRA COPIES OF THE BACK NUMBERS OF THE 
JOURNAL AND WISH TO DISPOSE OF THEM PLEASE COMMUNICATE WITH 
THE EDITORIAL OFFICE 
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mera semana. Una operacion para el 
cierre de el colostoma es superflua, pues 
cauterization de los hordes de la mem- 
brana mucosa estrecha la fistula con 
rapidez y finalmente la cierra exponta- 
neamente. Este cierre es ayudado 
cuando se tapona con gaza el espacio 
entre la membrana mucosa y el tejldo 
subcutaneo evitando la coalescencia de 
la piel al colon. En los casos de ob¬ 
struction intestinal la resection del 
colon con exteriorization esta contra- 
indicada. 

RIASSUNTO 

Resezione extraperitoneale del 
colon in un tempo 

Un metodo di resezione del colon e 
stato descritto, che (specialmente nelle 


resezioni pericolosc del colon sinistro) 
previene peritonite mediante un metodo 
extraperitoneale. Questo metodo e 
stato sviluppato dalla resezione extra¬ 
peritoneale del colon di Miculicz, ma la 
esteriorizazione e soltanto una parte 
deH’operazione inquantoebe impiega 
soltanto poco tempo ed e seguita im- 
mediatamente dalla resezione. Un’op- 
erazione per chiudere il colostoma e 
superflua, perche la fistula si rimpic- 
colisce rapidamente e finalmente si 
chiude spontaneamente dopo cauteriza- 
zione delle margini della mucosa. La 
chiusura viene accelerata coll’uso di 
tamponi. In casi di ostruzione intes- 
tinale la resezione del colon con esteri¬ 
orizazione e controindicata. 


■o9o 


The Committee on Scientific Research of the 
American Medical Association has made grants 
to Dr. Felix Saunders, of the University of 
Chicago, for the continuation of studies on 
growth factors for bacteria; to Drs. Hugh J. 
Morgan and George P. Vryonis, of the School 
of Medicine of Vanderbilt University, for the 
study of bacterial infections in the chick embryo; 
to Dr. William C. Langston and Dr. Paul L. 
Day, of the School of Medicine of the Uni¬ 
versity of Arkansas, to be used in their experi¬ 
ments on nutritional cytopenia in the monkey, 
and to Dr. Marion Fay, professor of physiolog¬ 
ical chemistry at the Woman’s Medical College 
of Pennsylvania, for a continuation of experi¬ 
ments on the physiologic effects of strontium. 


. The Casselberry Prize of the American Laryn- 
gological Association, amounting to $500, has 
been divided between Dr. Brien T. King, of 
Seattle, for his operation to relieve abductor 
paralysis by use of the omohyoid muscle, and 
Dr. Hermon Marshall Taylor, of Jacksonville, 
Fla., for his film study of the hygiene of swim¬ 
ming. 


The American Radium Society awarded its 
Janeway Medal for 1939 to Gioacchino Failla, 
Sc.D., physicist to Memorial Hospital for the 
Treatment of Cancer and Allied Diseases, New 
York, at the annual meeting in St. Louis on 
May 15. Dr. Failla was at the time associated 
with Dr. Henry H. Janeway, for whom the 
medal is named. 
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face the north, as this orientation af¬ 
forded the best daylight. Today, with 
the efficient artificial lighting equipment 
available, orientation is of little impor¬ 
tance and dependence for illumination 
is placed on artificial lighting. Like¬ 
wise, the old skylights, which made 
many operating rooms almost unin¬ 
habitable during the summer months 
and ruined the architectural lines of the 
structure, have become passe and are 
either entirely omitted or carefully 
shaded. It is not unusual to find operat¬ 
ing rooms entirely without windows, or 
with the window space filled in with 
glass brick. It is still desirable to locate 
the operating suite on an upper floor, 
and preferably on the top floor, in order 
to decrease traffic through it. 

NUMBER OF OPERATING ROOMS 

The extraordinary expense involved 
in building and equipping operating 
rooms demands the most careful esti¬ 
mation of the number of such rooms re¬ 
quired. An excess of such facilities in¬ 
curs a heavy overhead expense, while, 
on the other hand, inadequate operating 
facilities handicap the surgeons, in¬ 
crease the difficulties of the nursing staff 
and militate against the maintenance of 
aseptic technic. 

The determination, then, of the num¬ 
ber of operating rooms to be provided 
in a given hospital project is dependent 
on such factors as the qualifications of 
the staff, the proportion of surgical 
cases to be treated, the bed capacity, an 
anticipated rate of bed utilization, the 
number of days of hospitalization and 
the number of operations that can be 
performed in one operating room daily. 
With calculations based on a one hun¬ 
dred bed hospital used to 82 per cent of 
its capacity and each patient using a 
bed for twelve days, with half the pa¬ 
tients surgical, the surgeons operating 
three hundred days in a year and using 
the operating room for two patients a 
day, that institution would require two 
operating rooms with all the other facili¬ 


ties ordinarily included in an operating 
suite -and, in addition, an emergency 
operating room in the casualty section. 

For a two hundred bed general hos¬ 
pital of the same type there would be 
required four operating rooms, for a 
three hundred bed hospital six, for a 
four hundred bed hospital eight, and on 
up to the eight hundred bed hospital re¬ 
quiring sixteen operating rooms. As 
may well be realized, any change in the 
basic factors will alter the requirements, 
hut for general purposes this method of 
estimating needs for operating facilities 
will serve as a reasonable approach to 
the final decision which, in every in¬ 
stance, must be based on known re¬ 
quirements. 

SPECIAL OPERATING ROOMS 

There is a strong tendency on the part 
of certain specialists to demand separate 
operating rooms, sometimes entirely de¬ 
tached f row the surgical suite, and also 
to request that these rooms be used ex¬ 
clusively for one specialty. With re¬ 
spect to the detachment of operating 
rooms for any particular specialty from 
the operating suite, it is submitted that 
such separation interferes with nursing 
supervision, complicates efficient plan¬ 
ning, and unjustifiably increases its 
cost; it separates those surgeons from 
their colleagues, and unduly raises the 
expense of maintenance. 

Specially equipped operating rooms 
for urology, orthopedics, brain surgery, 
and eve, car, nose and throat surgery 
are, of course, necessary, and every ef¬ 
fort is made to meet the requirement for 
these specialties. For example, radio- 
logic facilities are provided for urology 
and orthopedics, and piped sterile water 
for urology. Viewing boxes for radiog¬ 
raphy, warming cabinets for parenter¬ 
al solutions, vacuum apparatus and 
special lighting fixtures are placed in 
every operating room. For the ortho¬ 
pedic room, space and facilities arc pro¬ 
vided for plaster and splint work and 
(or the storage of the orthopedic table 
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sphincter of Oddi. The biliary tract, 
when it reaches its maximum capacity, 
passes its contents again passively into 
the gallbladder. When investigated by 
operative cholangiography, the process 
appears entirely different. Roentgeno- 
graphic studies during and immediately 
after the operation show that, when 
there is an incomplete obstruction, the 
biliary tree empties the remains of the 
lipiodol actively through the cystico- 
duodenostomy opening already formed. 

Authors who have dealt with the 
physiology of the sphincters of the bili¬ 
ary tree limit themselves to the papilla 
of Vater and the neck of the gallblad¬ 
der, the two points which seem to con¬ 
trol the outlet and inlet of the bile in 
normal oases. No one, however, has 
mentioned the contraction of the hepatic 
duct. According to my observations in 
the great number of cases that I have 
studied, principally when there is some 
resistance to evacuation in the common 
duct at Oddi’s sphincter, the lipiodol is 
stopped by the contraction of the he¬ 
patic duct, which appears as a thread¬ 
like stricture or is otherwise consider¬ 
ably reduced in diameter.' In the inter¬ 
vals of digestion when the sphincter of 
Oddi is closed, it is reasonable to sup¬ 
pose that, by active contractions, the 
common duct causes the bile to ascend; 
the movement is limited by the hepatic 
duct’s contraction, and the bile is forced 
into the gallbladder, where it is stored 
and concentrated. The hepatic duct 
may have the same function during the 
emptying of the gallbladder. 

As a matter of fact,, one is allowed to 
suppose that, if the hepatic duct, accord¬ 
ing to recent anatomic researches, does 
not have a real sphincter, it acts as one 
from a physiologic point of view. It is 
a protective mechanism, which should 
be respected, while performing chole- 
dochostomy or creating any kind of 
anastomosis between the common bile 
duct and the duodenum. 


SPHINCTERITIS 

Generic terms to designate distur¬ 
bances at the level of the sphincter of 
Oddi are legion, so much so that it is no 
exaggeration to qualify this state as 
anarchic, this being explained partly by 
the existing discrepancy regarding the 
etiopathology. 

The following designations can be 
found: spastic cholepathy (Schmieden 
and Niessen), biliary dyskinesis (Ivy 
and Sandblom), biliary disgynergia 
(Best and Hicken), papillitis, sphinc¬ 
teritis (Walker and Thiessen), re¬ 
sistance of the papilla of Vater, schlero- 
retractile choledocho-odditis (Del Valle). 
In the midst of so much confusion, any 
extreme position taken up sins either 
from omission or from excess. 

I have endeavored to take into ac¬ 
count all the points of view, uniting un¬ 
der the name “odditis” the obstructive 
phenomena, although this does not seem 
to be the ideal designation. Odditis is 
subdivided into dyskinetic and stenosing 
odditis. 

Dyskinesis, an expression of dis¬ 
turbed function, to my mind, is best evi¬ 
denced by the partial contraction of the 
sphincter, brought about at its distal 
sympathicotropic portion. It is precisely 
this disturbed function that is the cause 
of reflux along Wirsting’s duct. Some¬ 
times it is possible during the operation 
to detect a total contraction of the 
sphincter, followed some minutes after¬ 
ward by its partial opening with reflux 
along Wirsung’s duct; in other cases 
the latter is filled almost immediately. 
This proves that no mechanical factor 
plays any part in the reflux along Wir¬ 
sung’s duct. Obviously, according to 
this conception of dysfunction, the same 
phenomena must occur in a greater 
number of cases than those that are 
made evident by operative cholangi¬ 
ography; the two ducts do not open at 
the ampulla of Vater in every case, and 
the phenomena maj'’ occur at any other 
time apart from the operation. I com- 
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of illumination, it involves a rather high 
original cost, requires constant atten¬ 
tion and consumes an enormous amount 
of current. 

In all cases general illumination is re¬ 
quired in addition to the special lighting, 
which may be of the direct type with a 
diffusing globe. There should also be 
a portable spotlight, preferably of the 
independent battery type with trickle 
charger, in every operating room for 
emergency use. 

COLOR SCHEME 

The object of using color in an oper¬ 
ating room is to decrease glare and to 
create the best conditions for visual ac¬ 
commodation. Glare not only decreases 
visibility, but causes discomfort, eye- 
strain disorders and is distracting. To 
overcome the glare of bright walls in 
the visual field of the surgeon, various 
colors have been used not only for walls 
but for sheets and drapes used in the 
operating fietd. Wall surfaces and sur¬ 
roundings act as light reflectors when 
white or as light absorbents when dark, 
and in the operating room the two ex¬ 
tremes must he avoided. The reflecting 
power of color runs from about 87 per 
cent for milk-white to 10 per cent for 
black, and so a shade ranging midway 
between the two is indicated. A dull 
French green nr gray-green for the 
wainscoting extending to a height of 
about 7 feet (2.1 meters') with a lighter 
gray-green above has given great satis¬ 
faction, but a sky-blue wainscot has been 
used with equal effectiveness. A gray 
tile floor will add considerably to the 
eye comfort and visual acuity of the 
surgeon. 

MR CONDITIONING 

The aims in applying air conditioning 
to surgical suites may be briefly staled 
as follows: (a) maintenance of tem¬ 
perature most conducive to the welfare 
of the patient: (h) a degree of relative 
humidity sufficient to combat static elec¬ 
tricity; (r) the purification of the air 


by washing, filtering and circulation. 
Regardless of the outside temperature, 
the lowest level for an operating room 
is about SO F., and the temperature 
should not be permitted to rise much 
above 90 F. With respect to relative 
humidity, if woolen or silk materials are 
excluded from the operating rooms and 
other precautions are taken against ex¬ 
plosions, 55 per cent will meet the re¬ 
quirements. 

It has been shown, by Hart* that 
pathogenic bacteria, predominately sta¬ 
phylococci, are present in untreated air 
in the operating room, and various 
measures have been used to free the air 
of bacteria, among which may be men¬ 
tioned the following: the application of 
bactericidal radiant energy in the region 
of the operative incision and the supply 
table; the same treatment of the air in 
its passage into the room; the treatment 
of the intake air by electrical precipita¬ 
tion, and, finally, the washing and filter¬ 
ing of the intake air without other treat¬ 
ment. We believe it is more practical to 
utilize the latter method while adopting 
a type of surgical mask which will con¬ 
trol as well as restrict the contamina¬ 
tion of the atmosphere of the operating 
room by doctors and nurses through the 
use of disposable, tight-fitting face 
masks of material capable of filtering 
out the bacteria, as proposed by Arnold. 1 

EXPLOSION HAZARDS 

Owing to the more extensive use of 
high explosive or inflammable gases in 
anesthesia, the explosion hazards have 
become so great as to require the most 
extraordinary precautions to avert 
them. Explosion results front the com¬ 
bination of : (1) an inflammable gas, 
vapor or other substance; (2) oxygen 
(either pure or in the air), or a gas or 
other substance which provides oxygen 
(such as nitrous oxide), and (3) a 
source of ignition in a dry atmosphere. 
These factors suggest the fundamentals 
in all precautionary measures, v‘ • a> 
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SUMMARY 

On the basis of the results obtained in 
600 cases in which operative cholangi¬ 
ography was used, the author concludes 
that this procedure, with the use of 
lipiodol, is of value in revealing the 
nature of obstruction in and the func¬ 
tional capacity of the bile passages. 

DISCUSSION 

Dr. Moses Behrend, Philadelphia: Surgeons 
throughout the world ought to extend to Dr. 
Mirizzi a vote of thanks for bringing cholangiog¬ 
raphy to the front in the diagnosis of stones that 
have been left in the common duct. He should 
also be thanked for the beautiful demonstration 
concerning the narrowing of the prostatic duct 
and what may result as a consequence. 

I should like to know whether Dr. Mirizzi uses 
cholangiography after operations on the common 
duct, when the T-tube is still in place. I have 
preferred this tube to a straight tube placed in 
the common duct, during a cholangiography. I 
expect to speak on the subject in this city within 
ten days I have done 124 operations for obstruc¬ 
tion of the common duct due to stones that were 
originally in the common duct and stones that 
were left at the time an operation had been per¬ 
formed. , , , • , 

My associates and I have used cholangiography 
in all cases, whether the operation was done for 
stones or for a malignant growth, and we have 
learned a great deal, but a hospital must be prop¬ 
erly equipped for doing cholangiography at the 
time of operation. After the operation and when 
the tube is still in place one can take the patient 
to the x-ray room, but if one has not the equip¬ 
ment in the operating room it is well nigh im¬ 
possible to use cholangiography. 

Dr Frederick M. Douglass, Toledo. Ohio: I 
should like to emphasize the postoperative re¬ 
sults and I should like to ask Dr. Mirizzi to tell 
us his experience in that group of patients who 
show large dilatation of the biliary tree. The 
history in these cases is always one of long stand¬ 
ing and this means infection in the liver. Unless 
the’common duct is drained again and again over 
•t long period, the final results will not be good. 

The dilatation diminishes as the infection re¬ 
cedes. and that is the point I should like to 
emphasize. 

Dr T. F. McCarthy. Lincoln, Neb.: What is 
the mortality in these cases? I am speaking of 
recovery from infections of the gallbladder tree 
and how many cases one finds after the gallblad¬ 
der has been excised. Does one find such cases 


more commonly when it has been excised or 
when it has been drained? 

It has been my observation that many times 
infections in the biliary tree occur after removal 
of the gallbladder. Infections of the liver occur 
when the bile does not have an outlet. By this 
I mean that a gallbladder much inflamed is often 
excised when possibly drainage is preferable. 

Dr. P. L. MiRizzr, Cordoba, Argentina: I have 
performed 600 such procedures, with success in 
all. Sometimes in dissecting ducts I have had 
some difficulty, but if one goes from the wall of 
the gallbladder to the cystic duct, one comes to 
the common bile duct. It is often difficult to see 
this. In exceptional cases one has to perform 
the injection into the common bile duct. 


R£SUM£ 

La cholangiographie operatoirc 

Se basant sur les resultats obtenus 
dans 600 cas de cholangiographie 
operatoire, Fauteur conclue que cet 
procede, avec Fentploi du lipiodol, 
revele la nature de l’obstruction dans et 
la capacite fonctionnelle des conduits 
biliaires. 

ZUSAMMENFASSUNG 

Operative Cholangiographie 

Der Autor kommt auf Grund der 
Resultate von 600 Fallen zu der An- 
schauung, dass diese Methode bei der 
Anwendung von Lipiodol von grossen 
Werte fur die Entdeckung von Ob- 
struktionen in den Gallengangen und 
deren funktionellen Kapazitat ist. 

SUMARIO 

Colongiografia operative 

Basandose en los resultados obtenidos 
en 600 casos en los cuales colangiografia 
operativa fue hecha, el autor concluye 
que este procedimiento con el uso de 
lipiodol, es de valor para revelar la 
naturaleza de la obstruccion en la 
capacidad funcional de pase de la bilis. 
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paratus, danger from explosion can be 
minimized. 

7. The concentration of a large num¬ 
ber of different explosive gases in the small 
area of a tank room constitutes a danger¬ 
ous hazard unwarranted under the cir¬ 
cumstances. 

SURGERY FLOORS 

From the standpoint of the comfort of 
those working in operating rooms, a 
rubber floor would be preferable because 
of its resiliency, but the maintenance of 
such a floor in the presence of so much 
moisture presents a difficult problem. 
All things considered, our preference is 
for a terrazzo floor, and it has been the 
practice to lay this floor with copper 
strips in small squares so designed that 
the entire floor may be grounded. At 
this time, however, the efficacy of 
grounding is controversial, and it must 
be admitted that unless all equipment 
and parts thereof and all persons are 
fully and properly grounded, which is 
difficult to accomplish, marked differ¬ 
ences of static potential will result which 
may, in some instances, be more dan¬ 
gerous than with no grounding. Under 
existing circumstances we are inclined 
to eliminate floor grounding when ade¬ 
quate humidity can be provided, but to 
advise grounding as the lesser of two 
hazards when humidity cannot be de¬ 
pended on. 

BLANKET WARMER CABINETS 
ft has been stated previously that 
blankets with a high wool content gen¬ 
erate static electricity and therefore 
should be excluded from the operating 
suite. But blankets are required, and a 
good cotton flannel blanket properly 
warmed will meet the needs. The heat¬ 
ing of the blankets may best be accom¬ 
plished by providing built-in heated cab¬ 
inets readily accessible to the operating 
rooms. 

TEI F.PHOXES W'M COMMl'XIC\TIO.\' 
SYSTEM 

A telephone is required in the sur¬ 
geons' dressing room, and we have 


found it advantageous to connect the 
dressing room, the anesthetist's office 
and the supervisor’s desk by loud¬ 
speaking apparatus so that a surgeon 
or anesthetist may be quickly called 
when needed. As occasions arise when 
a surgeon is obliged to use a telephone 
after he is scrubbed up, the location of 
telephones close to operating rooms is a 
great convenience. 

Whatever doctors' calling system is 
used for the hospital should be extended 
to the surgical suite, and it will be a 
convenience if a signal panel is placed 
in the surgeons' dressing room. 

ELEVATORS 

The properly designed surgical suite 
will have direct access to one or more 
elevators so that stretcher patients may¬ 
be unloaded into the suite without pass¬ 
ing through outside corridors. Need¬ 
less to say, the elevators must be not 
less than S feet and 4 inches (2.5 
meters) in depth and 5 feet and 8 inches 
(1.5 meter) wide, the doors opening to a 
degree sufficient to permit the passage 
of a standard bed. 

PLUMBING FIXTURES 

The technic of an operating suite has 
often been adversely affected by the use 
of unsuitable plumbing fixtures, so that 
these always demand professional ap¬ 
proval. Scrub-up sinks must be deep 
enough so that running water will not 
splash; water control should be by either 
knee or elbow, as preferred, our experi¬ 
ence with foot valves being very unfa¬ 
vorable. Faucets of the goose neck, 
spray type seem to be preferred; the 
mobile type of liquid soap dispensers 
with foot control arc much more satis¬ 
factory than any built-in system that 
cannot be thoroughly cleaned at fre- 
(jUcnt intervals. Neither scrub-up nor 
clinic sinks should be placed within an 
operating room. 

We consider it an advantage to pro¬ 
vide a drain in tile center of each operat¬ 
ing room, properly 1 1, s the_ 
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S TRANGE as it may seem, the sur- forded the widest latitude in effecting 
geons, who are most concerned such changes in design, articulation and 
with the functional efficiency of the equipment as appear to be practical and 
surgical facilities in a hospital, are too feasible. 

often not consulted about the planning In addition to the operating rooms re- 
of operating rooms until the design has quired on the operating room floor, the 
reached a stage where changes cannot surgical department is also particularly 
be readily made. This is unfortunate, concerned with the casualty section, 
since, in our experience, the ideas of orthopedic and splint shops, the steriliz- 
surgeons have proved exceedingly valu- ing facilities, the central service for sur- 
able and are responsible for some of the gical trays and finally the provision of 
most advanced improvements in design beds to accommodate the various eco- 
and equipment. The operating suite is nomic and clinical groups. At this time, 
the workshop of the surgeon, designed however,we shall confine our remarks 
to meet his reasonable requirements, principally to the design and mechanical 
and should not be considered, as it too equipment of the operating rooms, 
frequently is, a showroom of architec- It has often been said that a good sur- 
tural and engineering endeavor. geon with adequate assistance may be 

On the other hand, those of us who able to accomplish excellent work under 
have devoted many years to the study the most _ adverse physical conditions; 
of hospital planning and who are inti- however, it is generally agreed that it is 
mately acquainted with surgical meth- to the advantage of all concerned to 
ods and procedures are occasionally have the surgical suite so designed that 
confronted with the surgeon of the exact technic may be facilitated, func- 
prima donna type, so deeply interested in tional efficiency assured and precision 
his own particular specialt}' as to com- equipment made readily available, 
pletely ignore the existence of any other While certain features in the design 
or the desirability of coordinating his of operating suites may be standardized, 
particular needs with those of his col- the difference of technic and require- 
leamies. To accede to the wishes of ments of groups of surgeons in differ- 
such an individual would subordinate ent geographic areas make it impos- 
the functional efficiency of the whole in- sible to design a single surgical suite 
stitution to his own unreasonable de- that will suit all hospitals, thus empha- 
mands, and some of the freakish operat- sizing the need for studying the specific 
ino- suites encountered in certain hos- requirements of each institution and in- 
pitals offer evidence of the power ex- corporating such local variants as may 
erted by such persons. be necessary to meet the requirements of 

In modern planning, therefore, we those who are to work therein, 
endeavor to avoid these two extremes 

and, after the space to be allotted has LOCATION OF the SURGICAL suite 
been determined, the surgeons con- In times past, it was considered 
cerned are consulted, and they are af- necessary for the operating rooms to 

* Read at the International Scientific Assembly of the International College of Surgeons, New York, 
May 23, 1939. 
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siderable number of emergency cases are 
not surgical, but because of the pre¬ 
dominately surgical aspect of this ser¬ 
vice, it is usually considered expedient 
to staff the department with surgically 
trained personnel. 

SUMMARY AND CONCLUSIONS 

It is in the surgical suite of the hos¬ 
pital perhaps more than in any other, 
where death is constantly lurking and 
where judgments on which life and 
death hang in the balance must be made 
with rapidity and precision. Any aid, 
therefore, that can be furnished the sur¬ 
geon, with respect to physical condi¬ 
tions or equipment, that may contribute 
to the perfection of scientific accom¬ 
plishment should he promptly made 
available to the end that he shall have 
at his command every known facility 
in his laudable efforts to save life. 

On the other hand, the surgeons, as 
well as all others concerned with the 
cost of medical care, must use every in¬ 
fluence to stop the unnecessary extrava¬ 
gance in hospital planning, encourage 
intelligent efforts to decrease costs and 
adopt economies which do not adversely 
affect functional efficiency. 
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DISCUSSION 

Dr R W. McNealy, Chicago. Having heen 
confronted with many of these questions during 
the past three years, in contemplation of the 
new hospital m Chicago. I am conscious of many 
of the problems which Dr Walsh has presented. 
I should like to suggest that any one who con¬ 
templates building a surgical unit had better have 
an intimate knowledge of all the details, before 
tjic architect gets too firmly established in his 
plans. I have heard that those Mexican burros 
are hard to change in any direction, but 1 be¬ 
lieve that architects arc even harder to dissuade! 


The first question I wish to discuss is that of 
light in the operating room. This has caused us 
more worry than any other one thing. The old 
hanging lamps, such as were illustrated m Dr. 
Walsh's slide, are typical of what has been sug¬ 
gested to us as lighting equipment. I am rather 
definitely opposed to hanging fixtures from the 
ceiling. They accumulate a great deal of dirt 
and lend themselves poorly to cleaning by any 
one except janitors with ladders, etc. Two dis¬ 
tinct types of lighting are needed in the operat¬ 
ing room: (1) the so-called working light, or 
diffused light, and (2) the spotlight, or surgical 
light. I am in accord that the old skylights and 
north lights are out, since wc use entirely arti¬ 
ficial light, and now’ that we are using air con¬ 
ditioning we will probably resort to the glass 
bricks entirely, in replacement of windows. 

The question of colors in the operating room 
has been another problem that wc have been 
working over for some time. There was a 
greater flair for colors, probably, than in any¬ 
thing else—except spring styles in women’s 
dresses—so wc had everything from pale pinks 
to dark greens. The color of the walls was not 
so difficult to decide. Wc thought of non-glare 
tile in some of the pastel shades. 

Considerable concern was caused by the ques¬ 
tion whether all the linen should be in some 
color such as green, blue or gray. Having tried 
all these colors, we have concluded that it is an 
expensive affair. Any of the more definite 
shades become spotted and ragged looking in a 
short time, so wc have come to the conclusion 
that our purpose can best be served by having 
all the equipment one standard color (I am 
speaking of gowns, table covers, sheets, and so 
on). We felt that wc would have cleaner, 
fresher and better looking linen by having most 
of it white and draping the immediate field in 
cither a gray or a green. In this case one must 
have in the hospital some means of dipping or 
dyeing the linen frequently, because, owing to 
chemicals, it becomes spotted and ugly. 

The question of spectators is another issue that 
has worried us, because wc felt that wc should 
have suitable facilities for them. Gut, ns Dr. 
Walsh has said. I do not believe that one can 
accord them any space which will give them an 
adequate view of the operative field. I think 
we should stick to the single floor plan in most 
instances, and, as nearly as possible, have the 
operating room completely walled off with glass. 
Wc should allow the spectators to come in. and 
then entertain them with loud-speaker systems 
illustrations or x-ray view boxes Certainly, no 
operating room that is in constant use can b 
made attractive for visitors, that * ' t! 
they can get a position where 
see the operative field. 
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when not in use, thereby permitting the 
use of this room for other work. Many 
other modifications are often made to 
meet the needs of highly specialized 
work. 

The need for radiographic work in 
urology has influenced the location of 
cystoscopy rooms in radiologic depart¬ 
ments rather than in surgeries, and per¬ 
haps in those instances where the urolo¬ 
gist is wholly dependent on radiology 
for that service there is some justifica¬ 
tion for such an arrangement. It is de¬ 
sired, however, to point out that the bulk 
of the work of the urologist is of a na¬ 
ture which demands the utilization of 
surgical equipment, technic and person¬ 
nel ; it is also significant that urologists 
are becoming more and more adept in 
the use and interpretation of x-ray films 
and are almost completely dispensing 
with the aid of the radiologist. Under 
such circumstances and in view of the 
availability of more adequate facilities 
and personnel in the operating suite, the 
tendency to place cystoscopic rooms for 
house patients in the surgical suite is 
growing. 

ANESTHETIZING ROOMS 

Although present methods of anes¬ 
thesia permit the patient to be placed on 
the operating table immediately on ar¬ 
rival, it occasionally happens that an 
operating room is not quite ready. So 
in every suite there should be one or 
more rooms that can be used for wait¬ 
ing, anesthetizing, recovery or post¬ 
operative intravenous therapy. 

In the larger operating suites a room 
for the chief anesthetist will be re¬ 
quired, in which are provided cabinets 
for the various items of equipment and 
supplies which may be needed for the in¬ 
duction of anesthesia or for resuscita¬ 
tion. An electric refrigerator with tem¬ 
perature ranges between 2 and 4 C. 
should also be located here for the stor¬ 


age of previously secured blood for in¬ 
fusion, of the four types in the propor¬ 
tion in which they are generally 
needed.* 

DRESSING ROOMS 

It is important that the dressing 
rooms for surgeons (and for nurses 
when space is available) be of adequate 
size and properly equipped and located. 
In order to assure the greatest degree 
of privacy and to permit smoking within 
the dressing room, we endeavor to lo¬ 
cate this facility at the entrance to the 
suite with a door outside the suite 
for entering in street clothes, and a door 
inside the suite through which the sur¬ 
geon enters the operating room area 
ready to scrub up. Excepting in the 
smallest hospitals the facilities for 
scrubbing up should never be in the sur¬ 
geons’ dressing room, these being placed 
in all cases immediately accessible to the 
operating rooms. 

The dressing room should be equipped 
with lockers, showers, toilet and lava¬ 
tory, comfortable lounge chairs, a table 
with writing materials and, if desired, 
a dictaphone. When both male and fe¬ 
male surgeons have to be provided for, 
as has been the case in our experience in 
several instances, we have used the same 
locker and lounge room for both sexes, 
with separate toilet, shower and dressing 
alcove for the women. In some very 
large teaching institutions it has been 
found desirable to arrange a separate 
dressing room for residents and interns. 
For nurses, it is advantageous to locate 
dressing room facilities in close prox¬ 
imity to the nurses’ workroom, but this 
room should not be used for any other 
purpose than washing and dressing. 

OBSERVATION GALLERIES 

Both architectural and engineering in¬ 


genuity have been concentrated on the 
construction of elaborate galleries over 

* Experience with the Cook County Hospital blood bank shows the amounts of the types as follous. 
type AB, 4 per cent; type A, 36 per cent; type B, 15 per cent; type C, 45 per cent. 
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I THOUGHT, perhaps, to relieve the 
mental tension from tile most inter¬ 
esting and instructive papers that we 
have been hearing m these few days, 
that I would read some short reminis¬ 
cences of my experiences of over fifty- 
five years in medicine and surgery. I 
really started my medical life earlier 
than fifty-five years ago. At the age of 
14, in Sivas, Turkey, L was one of four 
private pupils of Dr West, an Amer¬ 
ican medical missionary physician. I 
studied anatomy, chemistry and similar 
subjects. Among various operations 
that I saw were lateral lithotomy, 
amputations, operations for strangu¬ 
lated hernia, in which the bowel, 
whether gangrenous or not, was always 
reposited, operations for tumors that 
were not too near the neck, intervention 
for abscesses, puncture of abdominal 
ascites, etc. I recall an extensive plastic 
operation in which the patient died 
after a few days from tetanus. In this 
case the chief assistant was scolded be¬ 
cause he had used a “rusty" needle. 
Version and forceps deliveries were 
common practices in midwifery. Ether 
and chloroform were the only anes¬ 
thetics used. An ordinary table or a 
couple of packing cases served as our 
operating table. No antiseptics were 
used. Hands were not always washed 
before the operations, but always after. 
The first antiseptic I saw used was that 
employed by my cousin, a former pupil 
of Dr. West. He performed a success¬ 
ful operation on a boy who had fallen 
onto a sharp tree branch and remained 
pinned there for four hours. My cou¬ 
sin carefully washed a large coil of 
intestine (which was protruding) in 
water to which a few drops of carbolic 


acid were added and replaced it. He 
stitched the wound without drainage, 
and it healed by first intention! Ana¬ 
tomy was studied by stealing a corpse 
from the cemetery at night in winter. 
On one sad occasion we were dis¬ 
covered, as the corpse was in only a 
temporary grave and was found miss¬ 
ing when the relatives came to recover 
it for burial. Later, I entered the Cen¬ 
tral Turkey Medical College in Aintnb 
under the American Congregational 
Mission. After finishing my studies 
here I became a tutor, teaching anatomy 
and therapeutics for three years. This 
mission helped me to come to Columbia 
College in New York, where I was 
granted a diploma of the College of 
Physicians and Surgeons of New York 
in 1885. After further studies in New 
York, where I took a full course of his¬ 
tology and histopnthologr under Pro¬ 
fessor Heitman and a course in minute 
anatomy of the brain under Spitzka in 
a postgraduate school, I studied in 
Heidelberg in Czerny’s and in Erb's 
clinic, and studied bacteriology in 
Koch’s laboratory in Berlin. I returned 
to Aintab as professor of pathology, 
medicine, surgery, etc.! 

My associates were Dr. Shepard from 
the United States and Dr. Graham from 
Canada. This school was closed after 
two years, so I started general work in 
Aleppo, Syria. This was in 1889. The 
country was then in the Dark Ages of 
medicine. 1 introduced Western medi¬ 
cine and aseptic surgery. 1 operated on 
some patients in their homes and on 
others in my clinic. Samovars provided 
hot water. Most of the patients were 
taken home to he nursed by their fam¬ 
ilies, as nurses Were unheard of. 1 kept 


Read at the International Assembly <?j tbe International College 01 Surgeons New York, May 23, 193*1. 
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WORKROOM AND STERILIZING 

Even in those hospitals where there 
is a central sterilizing room for the en¬ 
tire hospital, it is desirable, we think, 
to have separate facilities in a large sur¬ 
gical suite for the preparation, storage 
and emergency sterilization of instru¬ 
ments and dressings. The room for this 
work should be centralized in the suite, 
so far as possible, and should be 
equipped with built-in antoclaves and 
utensil sterilizers of sufficient capacity 
to meet the requirements. In this room 
there should always be available a lib¬ 
eral supply of sterile solutions and dress¬ 
ings, and all instruments should be read¬ 
ily accessible. 

SUPERVISOR’S OFFICE 

The surgical supervisor of an operat¬ 
ing suite is responsible for the orderli¬ 
ness and general conduct of this area, 
including the instruction of student 
nurses, and her duties are such as to re¬ 
quire a suitable office for conference 
with surgeons and nurses and the main¬ 
tenance of the records of the depart¬ 
ment. 

RELATIVES’ WAITING ROOM 

Whenever a room for waiting rela¬ 
tions is provided it must be located out¬ 
side the operating area. It should be 
tastefully and comfortably furnished 
and equipped with a public telephone 
booth for outside calls. 

ORTHOPEDIC SHOP 

No surgical department is complete 
without readily available facilities for 
the manufacture of casts, splints and ap¬ 
pliances. In the small hospital, of 
course, it is necessary to have the major 
portion of such work done outside, but 
in those institutions where extensive 
orthopedic work is conducted the estab¬ 
lishment of a well equipped shop will 
add much to the efficiency of the service 
and decrease the cost to the patient. In 
large hospitals, therefore, or in smaller 


ones doing extensive orthopedic work, 
we always make adequate provision for 
a completely equipped shop in the base¬ 
ment of the hospital. 

LIGHTING 

We have previously mentioned the un¬ 
dependability of daylight because of its 
variability, and the undesirable feature 
of the large operating room windows 
and skylights. Consideration will be 
here concentrated on artificial lighting. 

The artificial illumination of operat¬ 
ing rooms has been the subject of a 
great deal of study and experimentation 
during recent years, resulting in the 
production of various special fixtures 
which are more or less satisfactory for 
the purpose. In choosing a special 
lighting fixture for the operating room, 
the following requirements, which are 
embodied in several units on the mar¬ 
ket, should be specified: 

1. A constant illuminating intensity at 
the work place of from 350 to 500 foot 
candles should be at all times available, 
with a variable dominant direction to the 
light. 

2. The lamp should be designed so that 
an additional filament is available in the 
event of the burning out of one. Lamps 
are now available with a ring filament for 
diffuse illumination and a concentrated 
spotlight filament for maximum visual 
efficiency; these may be used separately 
or simultaneously. 

3. Shadows should be entirely elimi¬ 
nated or minimized. 

4. There should be no glare, and pro¬ 
vision should be made to eliminate excess 
heat. 

5. The lamp should have a constant 
color value; under certain conditions ac¬ 
curacy of color value may be attained by 
the use of approved spectral transmission 
glass. 

6. The cost of installation, operation 
and maintenance should be reasonable. 

Instead of the separate unit a system 
of ceiling lights with prismatic plates or 
reflectors which focus the light on the 
work plane is sometimes used. While 
this is satisfactory from the standpoint 
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equally bad. I removed a uterine 
myoma weighing 27 pounds (12.2 Kg.). 
I was obliged to take care of enormous 
ovarian tumors, advanced renal dis¬ 
eases, cranial traumas and hydatids and 
repair partially destroyed and dis¬ 
figured faces, noses and lips, the results 
of Aleppo differences of opinion. Thus 
Aleppo was, and still is, a rich surgical 
field. 

But in those days the word operation 
spelt death. When I proposed an opera¬ 
tion all the family would slap their 
faces, tear their hair and set up a wail¬ 
ing as for a death. To gain their con¬ 
fidence in surgery I chose my cases care¬ 
fully. My first hundred and fifty opera¬ 
tions, comprising hysterectomy, removal 
of ovarian tumors, repair of hernias, 
operations on glands, etc., were crowned 
with extraordinary success. Pedicu- 
lated abdominal tumors were treated 
extraperitoncally. In a case of hydatid 
of the spleen with numerous adhesions, 
I used the same method successfully. 
Peritonitis was conspicuous by its ab¬ 
sence. I took the risk of removing a 
large adenomatous goiter. The opera¬ 
tion lasted several hours, and I finished 
my work by the light of a hanging oil 
lamp. I performed the first renal oper¬ 
ation in Aleppo. Having diagnosed a 
renal stone, I exposed the kidney and 
felt a small stone, which during the 
manipulation of extraction, to my great 
disappointment, disappeared, and, as I 
thought, passed down the ureter. The 
following day the stone was passed with 
the urine. 

In diagnosing renal calculus, in addi¬ 
tion to noting the clinical symptoms 1 
depended on microscopic examination 
of the urine, attaching importance to 
the types of epithelia and blood cells 
found in it. In about 90 per cent of 
cases the diagnosis was correct. 

Even today with the aid of x-rays 1 
never operate without confirmation of 
clinical tests. However, in one instance 
1 diagnosed renal calculus by both x-ray 


and clinical and microscopic examina¬ 
tions, which led to an incorrect diag¬ 
nosis. The patient was a six months 
pregnant woman. Clinical examina¬ 
tion showed hematuria and pain in the 
kidney region. Microscopic examina¬ 
tion showed renal epithelia and leuko¬ 
cytes. X-ray examination showed a 
shadow suggesting a uric acid stone. 
On operating I found a normal kidney. 
I closed the incision and performed a 
median laparotomy. I found an old 
right ovarian cyst pushed up by the 
pregnant uterus to the lumbar region; 
its pedicle was twisted two or three 
times upon itself. The twisted pedicle 
in front of the kidney had created the 
shadow on the x-ray film. 

PROGRESS 

During its thirty years of functioning 
my hospital has seen many changes. 
During the World War 1 had the help 
of three English nurses, and at various 
periods we served Turkish troops and 
their families as well as German and 
British troops. Ours was the only hos¬ 
pital having an x-ray equipment in 
working order in Palestine and Syria. 
The hospital's motto was the same ns 
that ’ of the International College of 
Surgeons: La science n'a pas dc patric. 
Since the war, my son, a Cambridge 
and Middlesex man, has helped me to 
modernize the hospital, such moderniza¬ 
tion comprising the acquisition of a new 
Simmons x-ray apparatus for high 
voltage roentgen therapy and the latest 
instruments of all types. We arc very 
happy in our work. We have an ex¬ 
tensively organized system of blood ex¬ 
aminations and groupings for trans¬ 
fusion. 

Whereas formerly American diplomas 
were looked on scornfully in Syria, to¬ 
day, ns a result of the great impetus of 
American surgery, such a diploma is a 
prized possession, and it is an honor to 
me (with all my internatio traini 
to be known as the H to ... 
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handling and using inflammable anes¬ 
thetics in minimum quantities; (b) mini¬ 
mizing escape into the room; ( c) elim¬ 
inating so far as practicable all possible 
sources of ignition in anesthesia and 
operating rooms when explosive anes¬ 
thetics are being used, and above all 
within the anesthesia equipment itself. 

The safeguards recommended may be 
briefly summarized as follows: 

1. Maintenance at all times of suffi¬ 
cient forced ventilation to assure about 
eight changes of air per hour, and a rela¬ 
tive humidity in the operating room of 
not less than 55 per cent. 

2. Elimination, so far as possible, of 
such materials as wool and silk, which re¬ 
tain high static charges. 

3. Prohibition of smoking in the oper¬ 
ating suite. 

4. Safeguarding of all electrical cir¬ 
cuits and electrical equipment against 
sparking and short circuits by every 
known means. This contemplates en¬ 
closed motors and rheostats; mercury 
switches; explosion-proof plugs and re¬ 
ceptacles; guarded light bulbs, and fre¬ 
quent inspection of cords and terminals 
of portable equipment. The hazards of 
spark-producing or incandescent equip¬ 
ment cannot be completely eliminated but 
may be minimized by the application of 
the" measures herein suggested, but under 
no circumstances should such equipment 
be used in the presence of inflammable 
anesthetics around the patient’s head or 
pleural cavity or without the interposition 
of a screen between the head and the area 
of operation. 

5. Recognition of the fact that the 
anesthetizing apparatus with its breath¬ 
ing tubes, bags and mask constitutes the 
greatest single explosion hazard through 
the generation of static inside this equip¬ 
ment, and prevention of such a hazard by: 
(1) adequate humidity both inside and 
outside the machine; (2) metal mesh in 
practically continuous close contact with 
all nonconducting surfaces; reducing and 
mixing valves to be so designed that there 
is no possibility of any of the inflammable 
gases mixing 'at cylinder pressure with 
oxvgen or nitrous oxide. 

PIPING ANESTHETIC GASES 

On the assumptions that it would he 
of advantage to eliminate front the 


operating suite the large high-pressure 
tanks containing gases, to reduce traffic, 
to decrease cost and to add to the con¬ 
venience of the anesthetist, a number 
of hospitals have used the method of 
piping gas to operating rooms, with 
varying results. We have had consider¬ 
able experience with this subject from 
both an administrative and a planning 
standpoint and, as a result of the dis¬ 
satisfaction resulting, we advise against 
such installations in all new projects. 
Our objections may be summarized as 
follows: 

1. It is a very costly procedure from 
the standpoint of labor, material and 
equipment. 

2. The installation requires the use of 
expert labor and special materials, and 
any deviation from the specifications cre¬ 
ates a serious hazard with continuous loss 
of anesthetic gas. Serious accidents have 
occurred through defective joints in some 
installations. 

3. Once installed the fixture is perma¬ 
nent, since the piping and elevated floor 
outlet base become a part of the structure, 
thus reducing the flexibility of the operat¬ 
ing room. Many anesthetists insist on 
the use of their own anesthetic apparatus 
and will not use the piped gases even 
when available. 

4. The perfect functioning of a piped 
gas supply requires the services of a re¬ 
sponsible employee thoroughly acquainted 
with the handling of large high-pressure 
gas tanks, and in the absence of that in¬ 
dividual many difficulties arise; failure to 
connect a full tank when necessary can 
cause tragic results. 

5. The independent anesthetic gas ma¬ 
chines with tanks attached are highly per¬ 
fected ; they are portable and can be used 
in any room of the hospital, whereas if 
gas is piped it can only be used in the 
locations where outlets are provided, and 
outlets are expensive. Even in hospitals 
where gases are piped to the operating 
rooms it becomes necessary to utilize 
tanks directly for the many other distant 
locations where it may be necessary to 
administer an anesthetic. 

6. None of the dangers inherent in ex¬ 
plosive gases are lessened by piping gases, 
since most accidents have occurred at the 
nutlet of the gas and not at the tanks. 
With the modern, independent gas ap- 



ACTIVITIES OF MILITARY SURGEONS IN THE INTER¬ 
NATIONAL CONGRESSES OF MILITARY MEDICINE 
AND PHARMACY* 

WILLIAM SEAMAN BAIRBRIDGE, A.M., Sc.D., M.D., C.M., ETCS 
CAPTAIN, M.C.-F., U. S. NAVY RESERVE 

Member of the International Committee of Military Medicine and Pharmacy 
NEW YORK; 


T HE following peroration by tile 
great Pasteur in concluding his 
remarks at the inauguration in 
November 1888 of the Institute that 
bears his name seems particularly 
appropriate: 

Two opposing laws seem to me now in contest. 
The one a law of blood and death, opening out each 
day new inodes of destruction, forces nations to be 
always ready for the battle The other a law of 
peace, work and health, whose only aim is to deliver 
man from the calamities which beset him The one 
seeks violent conquests, the other the relief of man¬ 
kind The one places a single life above all victories, 
the other sacrifices hundreds of thousands of lives. 
The law of which we are the instruments strives 
even through the carnage to cure the wounds due to 
the law of war Treatment by our antiseptic meth¬ 
ods may preserve the lives of thousands of soldiers. 
Which of these two laws will prevail, God only 
knows. But of this we may be sure, that science, in 
obeying the law of humanity, will always labor to 
enlarge the frontiers of life 

AIMS OF CONGRESS 

Inspired by these words, military sur¬ 
geons for the past eighteen years have 
been organized in the International Con¬ 
gress of Military Medicine and Phar¬ 
macy, to "enlarge the frontiers of life” 
—to alleviate suffering, to cure disease, 
to save life and limb. 

The late Albert the Good and Queen 
Elizabeth of the Belgians sponsored the 
first International Congress of Military 
Medicine and Pharmacy, which met in 
Brussels in 1921, and biennially there¬ 
after in Rome, Paris, Warsaw. London, 
The Hague, Madrid. Brussels, Bucha¬ 
rest, and now in Washington and New 
York. The Congress since its first 
meeting eighteen years ago has pro¬ 
gressed with such great strides that in¬ 


stead of the original twenty-one repre¬ 
sented countries we now have twice that 
number. There has been not only this 
increase but also a widening of the 
scope of activities. 

In the beginning the aim of the Con¬ 
gress was to collect, codify and stand¬ 
ardize the lessons of the World War in 
medicine, surgery and sanitation in all 
their branches, from every side of the 
battle line. This was a departure from 
precedent, for previously medical his¬ 
tory of wars dealt with each particular 
army or even with a given sector and 
so was limited to the experiences of a 
small group of military surgeons. 

In Continental United States of 
America in 1937 approximately 10,000,- 
000 disabling accidents occurred, 375,- 
000 of which caused permanent in¬ 
juries. In the same year there were 
106,000 accidental deaths. These peace¬ 
time fatalities more than doubled in the 
twelve months of 1937 the number of 
American lives lost in our eighteen 
months of fighting in the World War, 
and the total number of accidental in¬ 
juries that year was about two and one- 
half times the total number of American 
troops engaged in the war. These 
various peacetime accidents occurred in 
the course of dav-by-day existence— 
from sea and railroad disasters, from 
fires, earthquakes, tornadoes and floods, 
from aviation and automobile accidents, 
in industries.‘construction work, manu¬ 
facturing. milling, quarrying, in oil and 
gas wells, from accidental absorption of 


* Presented at the Ninth Session of the International Office of Medic**-Military I)ocumm’*"inn of the 
International Conprcss of Military Medicine and Pharmacy May 15. J939, \V , P -'Nnd read 
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floor can be flushed. Where plaster is 
used, a special trap must be provided. 

In the utility room a combination sink 
and laundry tub and a flushing rim 
clinic sink are required. These fixtures 
can now be secured in stainless steel or 
monel metal, in which they are more 
satisfactory than in vitreous china, por¬ 
celain enamel or solid porcelain. 

The nurses’ workroom requires a 
double drainboard sink and the instru¬ 
ment room a shallow instrument sink 
with a drainboard. 

In the operating room for nose and 
throat surgery, which can also be used 
for certain dental procedures, wall out¬ 
lets are provided for hot and cold water, 
as well as vacuum and pressure for con¬ 
nection of mobile units designed for 
these specialties. 

There should be, of course, showers, 
lavatories and toilets for the doctors 
and nurses’ dressing rooms, also a 
drinking fountain in the corridor and 
various other plumbing items required 
under varying conditions. 


CASUALTY SECTION 

Having considered the chief factors 
demanding attention in the setting up of 
the main surgical suite, we now come 
to that section of the hospital through 
which many serious surgical cases ^ter. 

The ideal casualty section should be 
designed and equipped so as to be 
capable of meeting the demands of any 
emergency. This is a large order when 
one considers the possibility m a single 
day of such a variegated assortment of 
admission diagnoses as traumatism, in¬ 
volving fractures and hemorrhage; 
poisontng of all types, including alco¬ 
holism and asphyxia; coma in diabetes, 

psychopathic conditions, etc 

P The casualty department should be 
placed on the ground floor readily ac¬ 
cessible bv ambulance and so articulat- 
• n ; with an elevator that patients may be 
quickly transported either to bed or to 
oneratin- rooms without passing 
through^main corridors. S.nce both 


laboratory and x-ray services are needed 
here, these should be as closely coordi¬ 
nated as possible and, in the larger hos¬ 
pitals, a mobile x-ray equipment should 
be located in the examining room. 
Needless to say, the ambulance entrance 
should be reserved for that purpose, and 
under no circumstances should it be 
shared with the undertaker. In its de¬ 
sign there should not only be an un¬ 
loading platform on a level with the am¬ 
bulance floor, but also a ramp for the 
easy transport of emergency patients 
arriving in private automobiles. It is 
desirable to protect this entrance from 
high winds and from rain by proper 
enclosures and an extended canopy. 

The minimum requirements for the 
casualt)^ department are: an examining 
room; an emergency operating room; 
scrub-up and sterilizing facilities; plas¬ 
ter and splint supplies; a medicine 
closet stocked with the regular poison 
antidotes; an icebox for serums and 
blood for transfusions; oxygen tanks 
and resuscitation apparatus. 

A cubicled two bed ward with nurs¬ 
ing facilities should always be provided 
even in the small hospital, and larger 
institutions will require considerably 
more beds. These emergency beds are 
used for various types of patients, such 
as the patient who requires first-aid 
treatment but who because of shock is 
unable to be immediately discharged; the 
patient who is likely to be transferred 
to another hospital; the moribund pa¬ 
tient; the patient suspected of having a 
coincident communicable disease, and, 
finally, patients admitted at night who 
require more constant attention than 
might be possible elsewhere. 

As the casualty department increases 
in size it is necessary to provide a room 
for waiting friends adjacent to, but not 
connected with, the examining rooms, 
space and facilities for keeping records 
and as many more examining and oper¬ 
ating rooms as the size of the hospital 
and the demands require. 

It is recognized, of course, that a con- 
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most sympathetically received, especially 
with reference to the protection of the 
civil population. It covers the five fol¬ 
lowing main points: 1. Organization of 
medical towns and zones. 2. Medical 
assistance by nonbelligerents. 3. Treat¬ 
ment of prisoners of war. 4. Measures 
applicable in case of violations of the 
convention. 5. Protection of civil popu¬ 
lation. 

There was formed at the Eighth Ses¬ 
sion of the International Office of Med¬ 
ico-Military Documentation, which met 
in the Grand Duchy of Luxemburg in 
July 1938, an International Committee 
of Information and Action for the Pro¬ 
tection of the Civil Population in Time 
of War, under the patronage of the 
Grand Duchess of Luxemburg, with the 
Prince of Luxemburg as President, and 
His Excellency Joseph Bcch, the Min¬ 
ister of Foreign Affairs, as Vice Presi¬ 
dent. By an agreement between the 
Executive Committee of the Interna¬ 
tional Law Association and the Perma¬ 
nent Committee of the Congress, a day 
was given to the consideration of the 
question of aerial bombardment from 
the standpoint of international law. 
Studies are being made along this and 
other lines of protection of the civil 
population during war with the col¬ 
laboration of the International Law As¬ 
sociation. and a quarterly journal is 
being published in Luxemburg. 

SUMMARY AND CONCLUSIONS 

The aims, history and activities of the 
International Congress of Military 
Medicine and Pharmacy, composed of 
military surgeons of many nations, are 
outlined. As we contemplate the future 
of this movement we can envision in 
the wider horizon of tomorrow other 
branches that may bring fruition in 
many fields. Before long some of the 
plans which resulted from the meeting 
at Luxemburg in the summer of 1938 


for the enlargement of one line of prac¬ 
tical endeavor will be brought to our 
attention. Here is an opportunity for 
the American peace organizations to 
take an active interest and play an im¬ 
portant and telling role in this troubled 
world. 

RESUME 

Les aclivitcs du Congrcs International 
de Mode chic ct dc Pharmacic Militaircs 

Dans cette communication on trouve 
dccrit les buts, l'historiquc et les ac¬ 
tuates du Congrcs International dc 
Medecine et Pharmacie Militaircs. 


ZUSAMMENFASSUNG 

Bcricht vow internationalcn Kougrcss 
fiir Miliiarmcdizin und 
Hcihnittclkundc 

Ziel, Geschichtc und Aktivitiit des 
Internationalcn Kongresses fiir Militiir- 
medizin, an dem Militarchirurgen aus 
vielen Landen teilnahmen ist gesehil- 
dert. 

SUMARIO 

Actividadcs del Congrcso Intcniacional 
dc Mcdicina y Farmacia Mili/ar 

La mira. historia v actividades del 
Congreso Intcniacional de Mcdicina y 
Farmacia Militar, compuesto de ciru- 
janos militarcs dc muchos paises, esta 
mostrada. 

RIASSUNTO 

Rcsoconto del Congress/! Intcrnazionalc 
di Mcdicina c Parniacnlogia Militnrc 

Lo scopo, la storia c le attivita del Con- 
gresso Tntcrzionalc di Mcdicina Militarc 
al quale partcciparono niolti chirttrgi 
militari viene descritto. 
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RESUME 

Installation d’un department chirurgical 
dans tin hopital moderne 

On doit considerer la location et le 
nombre des salles d’operation et n'ou- 
blier pas les ebambres destinees pour 
l’anesthesie des malades. Les salles de 
pansements, les galleries d’observation, 
les dispositions a prendre pour les 
services radiologique, pathologique et 
bacteriologique seront l'objet d’etude et 
de reflexion. Parmi les autres de¬ 
siderata de grande importance citons les 
couleurs, Faeration, les plancliers, les 
ascenseurs, le plombage et autres ac¬ 
cessories. 

Tout ce qui peut contribuer au 
perfectionnement de la science cliirur- 
gicale doit etre accessible, mais il faut 
decourager toute extravagance. 

ZUSAMMENFASSUNG 

Projckticrung der chintrgischcn Ab- 
tcilung cincs niodcrncn 
Krankenliauscs 

Im Proiekt eines modernen Kranken- 
hauses sollte die Lage und Zahl der 
Operationssale, die Einrichtung von 
Vorbereitungsraumen, V erbandraumen. 
Zuscbauergallerien, Rontgenabteilung, 
pathologischer und bakteriologischer 
Abteilung beachtet werden. Farben. 
Luftkiihiung. Boden. _ Aufziige und 
Leitungsrohren sind wichtig. 

In der cbirurgischen Abteilung sollte 
alles tvas zur Cvissenschaftlichen Ver- 
volfkommnung notig ist vorhanden 


sein; jeder unnotige Luxus jedoch sollte 
vermieden Averden. 

SUMARIO 

Planiando cl departamento quirurgico 
del hospital moderno 

A1 planear un hospital moderno, el 
lugar v el numero de salones de opera- 
cion debe ser considerado. teniendo en 
cuenta las comodidades para la anes- 
tesia, cuarto de curas, sala de observa- 
cion, servicio rediografico. etc. Color 
de las paredes, purificacion del aire, 
pisos. elevadores y plomeria son de 
importancia. 

En el juego de salones de operacion, 
cualquier ayuda que contribuya a la 
perfeccion de miras cientificas debe 
estar rapidamente a nuestro alcance, 
pero extravagancias innecesarias deben 
ser desechadas al planear un hospital. 

RIASSUNTO 

II piano per un reparto cliintrgico in un 
ospedale moderno 

Nel piano per un ospedale moderno 
si dovrebbe considerate il luogo e nu¬ 
mero delle sale operatorie, le facilitazioni 
per anestesia, gallerie per osservatori, 
reparto radiologico. patologico e bat- 
teriologico e cosi via. Colori, re- 
frigerazione dell’aria, pavimenti. as- 
censori e tubature sono importanti. 

Ogni aiuto che contribuisce alia 
perfezione scientifica dovrebbe essere 
presente, ma ogni luso superfluo 
dovrebbe essere eA r itato. 


The Society of Wives of Surgeons of the 
Mexican Academy of Surgery held a cocktail 
party for the women members of the Mexican 
Academy of Surgery Sunday July 23 in the gar¬ 
dens of Quinta del Lago. placed at their dis¬ 
posal by Dr. and Mrs. Abraham Ayala Gonzalez. 
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only, and to aspirate liver abscesses. This is the 
method of choice as a diagnostic procedure in 
cases of indeterminate ascites. 

The contraindications to the method, such as 
the acute abdomen, intestinal obstruction, etc., 
are enumerated The procedure is simple, pain¬ 
less and safe, enhances other diagnostic pro¬ 
cedures, and. as stressed by the authors, does not 
replace surgical intervention. 

CARCINOM V OF THE CERVIX 

“Cervical Carcinoma’’ b) Dr J William White 
of Scranton. Pa., was an interesting exhibit with 
the aid of drawings, statistical data, and models 
demonstrating the four grades of carcinoma of 
the cervix. The incidence, etiology, classification, 
pathology, mode of spread and different thera¬ 
peutic appliances were presented 

Earl)' diagnosis was strong!) stressed Dr. 
White pointed out that, unfortunately, most pa¬ 
tients arc beyond the operable stage at the first 
examination. He recommends only radium as 
the method of choice m the treatment of this 
disease, which is supplemented with high volt¬ 
age roentgen therapy, except in grade one, when 
the latter is not used. Hysterectomy is recom¬ 
mended only m the presence of persistent 
pyomctria. 

PLASTIC SURGERY 

“Skin Grafting and Plastic Snrger>by Dr 
Maxwell Malty, of New York, consisted of 
photographic pictures demonstrating various 
types of plastic operations, and skin grafting be¬ 
fore and after surgical intervention, showing ex¬ 
cellent cosmetic and functional results. 

Dr Jacob Sarnoff, of Brooklyn, showed colored 
photographs and plaster models of many types of 
plastic surgery, also a scries of pictorial surgical 
clinics demonstrating different stages of plastic 
procedures. 

BLOOD TRANSFUSION 

The "Blood Transfusion Betterment Associa¬ 
tion of New York City” is an organization 
founded in 1928 and is an expansion of the Co¬ 
operative Blood Donors Bureau. Its exhibit was 
an extremely interesting one, and with the aid 
of charts and statistics revealed the tremendous 
value this organization is to the community by 
supplying healthy blood donors in the metro¬ 
politan area. This service is available to all 
hospitals and physicians thereby protecting the 
patient from receiving incompatible or diseased 
blood, or blood of an inferior quality, also pro¬ 
tecting the donor from ruthless exploitation. Ac¬ 
cidental deaths due to transfusions were dis¬ 
cussed. and u was disclosed that incompatibility 
was responsible for more than 50 per cent of 


transfusion accidents. Prior to this time, many 
commercial agencies were operating whose stand¬ 
ards as to the fitness and health of their donors 
were more or less lax. 

The Association is controlled by a hoard of 
trustees of nine members, most of whom arc 
physicians and hospital executives; also a hoard 
of medical control of thirteen physicians consist¬ 
ing of experts in hematology. Research and 
educational activities are supported. A donor 
member must conform to the strict requirements 
of the sanitary code of the Department of Health 
of New York City, must have frequent ph)sical 
examinations, must he free from contagious and 
infectious diseases (especially syphilis, malaria 
and tuberculosis), and have a negative history 
of allergy, epilepsy, drug addiction and alcohol¬ 
ism; must have a hemoglobin content of at least 
88 per cent, and must submit to a Wassermnnn 
test every three months and a Kahn test before 
each transfusion He must rest one week for 
every 100 cc of blood given 

The popularity of the association is evidenced 
by its rapid growth, the number of donors hav¬ 
ing tripled from 1930 to 1937. 

MOTION PICTURES 

A feature of the congress which evoked con¬ 
tinued interest was the projection of colored mo¬ 
tion pictures—in some cases with sound—showing 
various types of surgical operative procedures. 
These films were produced under the auspices 
of Davis & Geek, and combined the exhibits of 
the Anglo-French Drug Co. and E. Fougera & 
Co. (Medical Film Guild) with the private ex¬ 
hibits of Dr. Fred IT. Alhee, Dr. Jacob Sarnoff 
and Dr. Morton Berson 

Of particular interest were the motion pictures 
of Dr Alhee, who offered striking colored films 
of different types of orthopedic operations, espe¬ 
cially in hone grafting and reconstructive surgery. 

Of the numerous motion pictures shown hy the 
Medical Film Guild, some of the outstanding ones 
were ‘‘Uterosalpingographvby Dr. Julius 
Jarcho, "Sterilization of the Uterine Cornu," bj 
Dr. Mortimer X. Hyanis, and “Peri-Urethral 
Phlegmon,’’ by Dr Max Rohde. 

The surgical technic depicted hv these colored 
films is much clearer than can be obtained from 
a crowded amphitheatre, and demonstrates their 
use as a valuable educational medium. 

COMMENT 

These scientific exhibits were enthusiastically 
received, and well attended by the Fellows and 
Members of the College and their gu<*?s. Future 
meetings should encourage more exhibits of such 
high caliber 
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one room in my clinic for very ill pa¬ 
tients. I met with strong* opposition in 
surgery; my colleagues at first opposed 
operations, but in time they were gradu¬ 
ally converted. 

MEDICINE 

This was far behind the medicine in 
Europe, and fevers were known as in¬ 
termittent or remittant. Typhus fever 
was not recognized. Typhoid was sel¬ 
dom diagnosed. One of my first im¬ 
portant medical cases was that of a 
young daughter of one of Sultan 
Hamid’s bodyguard. I was called in 
consultation with four European and 
five military physicians, who had all 
been treating* the condition as acute 
miliary tuberculosis. On examination I 
diagnosed typhoid fever complicated 
with bronchial pneumonia. My col¬ 
leagues were very angry, but as they 
considered the case hopeless it was left 
in my hands. The patient responded to 
typhoid treatment; after two weeks the 
temperature was normal, and recovery 
followed. In the same year I had my 
first experience with a cholera epidemic 
and was able to isolate the comma bacil¬ 
lus of the Asiatic type. Fortunately, I 
had all the necessary apparatus and 
chemicals with me to make cultures. It 
happened that the Sultan of Turkey’s 
fortune teller in the palace at Istanbul 
had foretold that the Sultan would die 
from cholera coming from Aleppo, so a 
lar°e body of physicians from Istanbul 
visited Aleppo to try and prevent the 
cholera from spreading their way. 

There was no ice to be found to con¬ 
trol the temperature of my culture 
plates and tubes, so I kept them on the 
stone steps leading down to the deep 
underground rainwater drinking sys¬ 
tem. I was able to help the people by 
publishing pamphlets on preventive 
measures. Intravenous injections of 
hypertonic saline solutions in large 
quantities. 1. 2 and 3 liters, saved many 


lives and worked miraculously in bring¬ 
ing apparently dead men to life again. 

X-RAYS 

In 1896, at Watson’s, London, I 
bought a “complete” x-ray equipment, 
which worked with bichromate cells. It 
had a 6 inch spark. I took it to Aleppo. 
I called the important townsmen, Euro¬ 
pean and native, and demonstrated to 
them in a dark room the bones of their 
hands and metallic objects in wooden 
boxes. They were much impressed. 
This x-ray set served me until 1909, 
when I installed a new x-ray apparatus 
and an engine for electric lighting 
(there was no electricity in Aleppo) and 
pumping water. This was the only ex¬ 
isting x-ray apparatus in Syria and 
Palestine. 

SURGERY 

Surgery was still further behind the 
times. Before coming to Aleppo I had 
occasionally, during summer holidays, 
made medicosurgical tours. I saw 
many desperate and interesting cases 
and was compelled with a minimum 
supply of instruments (including only 
four clamps) to perform extensive 
operations in very primitive houses. I 
removed a tumor from a small boy’s 
neck, half the size of his head. The 
operation took me four hours. I also 
removed a tumor weighing about 12 
pounds [5.4 Kg.]) from the axilla of 
an Arab man aged 90. A female rela¬ 
tive of this man, aged 108, suffering 
from chronic arthritis, had a third denti¬ 
tion, a row of eight white teeth, the size 
of milk teeth, in the inferior maxilla. 

In Aleppo I saw four rectovesical 
fistulas resulting from lateral lithotomy, 
also enormous neglected hernias. In the 
case of a beggar, no organ remained in 
the abdomen. All had glided into the 
hernia. When the patient sat down, his 
“newly acquired abdomen” touched the 
ground. When walking he supported it 
with a sling. Hydrocele cases were 
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(American Doctor), and now a still 
greater honor to be part of the Inter¬ 
national College of Surgeons. May its 
progress continue unabated! 

SUMMARY 

A review of pioneer efforts in surgery 
is presented. The hardships of estab¬ 
lishing modern methods against preju¬ 
dices are stressed, and a pen picture of 
early practice in Syria is recorded. 

RESUME 

La chirurgie pionniere en Syne 

L’auteur passe en revue les. efforts 
pionniers de la chirurgie en Syrie. Les 
difficultes qu’on rencontre a etablir les 
methodes modernes, a surmonter les 
prejuges sont decrites en detail. L’au- 
teur nous donne aussi une image exacte 
et interessante de l’exercise de la mede- 
cine en Syrie au commencement de 
notre ere moderne. 

ZUSAMMENFASSUNG 

Pionierschirurgie in Syrian 

Ein Ueberlick iiber die Pionierarbeit 
auf deni Gebiete der Chirurgie in Syrien 


wird geboten. Die Schwierigkeiten, die 
moderne Methoden im Kampfe gegen 
Vorurteile zu uberwinden haben wird 
beschrieben. Der Autor gibt ein ge- 
naues Bild des Standes der Medizin im 
Beginne unseres Zeitalters. 


SUMARIO 

Precitrsores de cirugia en Siria 

Una revista del esfuerzo en propaga- 
cion de la cirugia es presentada. Las 
dificultades de establecer metodos mod- 
ernos contra prejuicios estan en coac- 
cion, y un cuadro a pluma de la practica 
primitiva en Siria es presentado. 


RIASSUNTO 

Avan guar dia di chirurgia in Siria 

L'autore presenta un quadro della 
situazione della chirurgia in Siria e da 
speciale attenzione alle difficolta che si 
aveva da sormontare nella lotta contro 
la superstizione. 


<>•0 


Dr Clarence O. Sappington, of Chicago, 
ceived the first W. S. Knudsen award for the 
ost outstanding contribution to industrial 
edicine during 193S-1939. The award was 
ade on the basis of his book “Medicolegal 
hases of Occupational Diseases. Mr. W. S. 
nudsen president of the General Motors Cor- 
jration ’ made the presentation at the annual 
ecting of the American Association of Indus- 
ial Physicians and Surgeons in Cleveland, 
me 7. 


The University of Toronto Faculty of Medi¬ 
cine through its council has awarded the Charles 
Mickle Fellowship for 1939 to Dr. Charles Her¬ 
bert Best, professor of physiology in the uni¬ 
versity, for his contributions to physiology,, es¬ 
pecially those related to diabetes and carbohy¬ 
drate metabolism, to histamine and histaminase, 
to choline and fat metabolism and to thrombosis 
and heparin. The award is the income from 
$25,000 requeathed by the late Dr. William T. 
Mickle. 
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Dr, William Harold Rydfr, Xi \ Haven, Conn 
Dr. Joseph Frederick Saphir, ,..v York 
Dr. John Hubley Sciiall Pro i- a . 

Dr. Lewis Frederick Smf »»* 1*. < in. Ohio 


Dr Horace Edward Turner, Chicago. 

Dr. Roy Upham, Hew York. 

Dr. Leopold Vaccaro, Philadelphia. 

Dr. Earl LeGrand Ward, Same Fe, N. M. 



Convocation of the International College of Surgeons during the International Scientific Assembly, 
Hotel Roosevelt, New York Cuv, Maj 22, 1939. 


Dr. Edwin J. Stedem, Columbus, Ohio. 

Dr Charles Walker Streamer, Pueblo, Colo* 
Dr. Ford Moore Summerville, Oil City, Pa. 

Dr Wells H. Teach nor, Columbus, Ohio. 

Dr. Clarence William Trexler, Honolulu, 
T. H. 

Dr. Solomon J. Turfl, New York. 


Dr. Leigh F. Watson, Los Angeles. 

Dr. Randolph Edwin Watts, Silver City, N. M. 
Dr. Thomas Wiif.it.uon, Richmond, Va. 

Dr. James Norman White, Scranton, Pa. 

Dr. Henry Ward Williams, Rochester, N. Y. 
Dr. John M. Wilson, Mobile, Ala. 

Dr. Howard Haynes Yoakf.m, Columbus, Ohio. 


ADMITTED TO MEMBERSHIP ~ UNITED STATES CHAPTER 


Dr A. Henry Arp, Moline, III. 

Dr. Elmer James Ball, Los Angeles. 

Dr. Andre B. Carney, Tulsa, Okia. 

Dr. John William August Emhariit, Indianap¬ 
olis. 

Dr. Buss L Finlayson. Price, Utah. 

Dr Joseph F. Gennaro. Brooklyn, X Y. 

Dr. Edmund C. Hessekt. Camden. N. J. 

Dr Hakniual Javvorski. Waco, Texas. 


Dr. Eugene Anthony Ockuj.y, Toledo, Ohio 
Dr. Ron irt Charles Oi.nf.y, Lincoln, Nch. 
Dr. George Otto Pouf, Port Jervis, N. Y. 

Dr. Robert L. Preston, New York. 

Dr. Wade Sisi.fr, Tulsa, Okla. 

Dr. Alas Leo Sparks, Indianapolis 
Dr. Harry Charles Stein, New York. 

Dr. Harry Subin, Atlantic Cu>. X 1. 


ADMITTED TO ASSOCIATE MEMBERSHIP — UNITED STATES CHAPTER 


Dr. Daniel Gforge \r\olp. Bucvnis, Ohio. 
Dr Warren Austin Baird. Toledo. Ohio. 
Dr. Arthur Ray Bfvkr. Tampa. Fla. 

Dr. Jamfs Ivor Collins. Toledo, Ohio. 


Dr. William John Connellv. Carnegie, Pa. 

Dr. William Latimfr Cookf.,C harleston, W. Ya. 
Dr- Samvfl Dans, Brooklyn. 

Dr. Ha7.fn L. Hauman, Toledo, Ohio. 


Dr Streamer died July 5, 1939 
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poisonous gases, and even from what 
seemed to be minor accidents in the 
home. 

The military surgeons are especially 
fitted by experience to aid those who 
suffer from the casualties of peace. 
Military surgeons, then, are united 
everywhere in peace and in war for the 
practical purpose of making and keep¬ 
ing the man power of the world fit for 
any national emergency and as worth¬ 
while economic and social factors in 
their communities. 

HISTORY 

At the first meeting of the Interna¬ 
tional Congress of Military Medicine 
and Pharmacy, the King of the Bel- 
o-ians appointed a Permanent Commit¬ 
tee, which has been the central work¬ 
ing and managing unit of the organiza¬ 
tion. It consisted of one representative 
from each of eight countries—Belgium, 
Great Britain, France, Spain, Italy, 
Brazil, Switzerland and the United 
States. Three of us who were on that 
original committee are still active in it 
—Colonel Jules Voncken, of Belgium, 
Colonel J. * Thomann, of Switzerland, 
and myself. The Permanent Committee 
has met at each Congress and often in 
the year between. With the many addi¬ 
tional countries joining the Congress, it 
has been decided to enlarge the Perma¬ 
nent Committee and to change its name 
to the International Committee of Mili¬ 
tary Medicine and Pharmacy, which 
was officially organized for the first 
time at the Tenth International Con- 
o-ress held in Washington, D. C., May 
7 to i5, 1939. 

Under the management of this Com¬ 
mittee, as was the case with the Perma¬ 
nent Committee, will be the organiza¬ 
tion of the Congresses, the publication 
of the International Bulletin of Military 
Medicine, the International Office of 
Medico-Military Documentation, rela¬ 
tions with international organizations, 
and the Medico-Legal Commission. 


As in a manufacturing plant the by¬ 
products are often of greater value than 
the original product and may bring in 
a large return, so it is with many of the 
offshoots of the International Congress. 
One of its most active and daily working 
branches is the International Office of 
Medico-Military Documentation, with 
headquarters in Liege, under the direc¬ 
tion of Colonel Jules Voncken. This 
was created in 1930. Here are col¬ 
lected nonconfidential official documents 
of the medical services of the nations of 
the world, official medicomilitary peri¬ 
odicals, abstracts of articles on military 
medicine, original works, books on mili¬ 
tary medicine, unpublished material and 
the like. There is a bibliographic in¬ 
dex, and those countries which sub¬ 
scribe to the Office are furnished any 
desired information at its command. 

At the Seventh International Con¬ 
gress, held in Madrid in 1933, military 
surgeons invited experts in interna¬ 
tional law to join in the sessions. At 
the same meeting the Principality of 
Monaco was represented for the first 
time. As a result of the reports he re¬ 
ceived from his delegate, Prince Louis 
II of Monaco became keenly interested 
in the work, particularly with regard to 
three points which had special" refer¬ 
ence to future wars. These had been 
discussed by the Permanent Committee 
and the international jurists. They 
were: (1) the creation of medical 
towns or districts, (2) the ratification 
of the Geneva convention and (3) pro¬ 
tection of the civilian population. The 
Prince of Monaco invited the Permanent 
Committee and a number of leaders in 
international law to his Palace for a 
week’s conference. From this was born 
the Medico-Legal Commission, which 
has as its objective the lessening of the 
horrors of war and the protection of 
noncombatants. A natural outcome of 
all these conferences was the Pact of 
Monaco, a plan which was submitted to 
the International Red Cross and was 
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has established Medicine a« ,l h\ n.g tor. • -n i 
living- world. Our price is .t token tint th< 
glorious past of surgery shall be m 

tact and with increment t«* tl>o-« who i-. [.> 
follow us. 

Indifferent to border, creed or r t( .,e fhi« Col¬ 
lege stretches forth its hand to tMther tlu* Big 
Man of surgery into the company «>t hi- fellows 

We seek the man whose* pit) i- as i«i-t as 
human suffering 

We seek the man whose pus-ion in learn is as 
great as his distrust of ignorui.ee 

We seek the man who honors the past by liv¬ 
ing in the present for the future 

Wc seek the man who fears nothing so rmich 
as standing still 

We seek the man who, knowing the way. dares 
to lead the way. 

We seek the man who in the dignity of his 
greatness counts it no shame to confess his im¬ 
perfection and repair it 

Some one has said that the first duty of ex¬ 
cellence is to perpetuate itself That, I submit, 
is a saying which the International College of 
Surgeons might well take as a motto. In a vciy 
few words it beautifully describes the particular 
field of cndcator we ha'c appropriated for our¬ 
selves. 

Doctor Crotti said the same thing in his presi¬ 
dential address last year The International Col¬ 
lege of Surgeons, he told us. does not desire to 
hat e the outstanding surgeons of the world upon 
its roster merely as fellows. It wants fcllow-s who 
In the explicit conditions of their fellowship will 
act as mentors and educators for the rising gen¬ 
eration of surgeons. 

I say again: “The first duty of excellence is 
to perpetuate itself.” 

This College is no ha' cn of rest from great 
labors, no mutual admiration society in which 
fine birds may display their fine feathers in the 
company of their equals. 

Woe to those who think that the claim upon 
them is ended with the writing of a check and 
receiving the credentials of membership. Xo! 

As long as any of us have anything worthy 
of place in the treasure house of surgical know¬ 
ledge, the claims will never cease. In our Guilds, 
in correspondence, in publication, in chapter 
meetings, in the Congresses of the International 
College—where'cr and whenever two or more 
meet to exchange ideas—there the College will 
lodge its claims 

Let it be said to the glory of our candidates 
tonight that their very presence here betokens 
their willingness to pay the price 

For the prestige of surgery, for the greater 


happiness of mankind everywhere, they pledge 
f hem selves to live and work. 

In thts they honor us. 

For this we honor them. 

The physician is a man apart, and in the world 
of his labors he is a god, proposing and disposing. 
But for all that he, too. is only mortal. 

He is born, he lives, he dies. Out of nothing¬ 
ness he comes and into nothingness returns, attd 
only the Great Architect may say what end He 
serves m the inscrutable pattern of eternity. 

You and I may speak of many things with the 
finality of absolute knowledge, but we have lived 
and worked too long with Death to guess at the 
intentions which called the race of man into be¬ 
ing and set us all at the tasks wc do. 

It may be that the doubters have prophesied 
aright, that human life is a paltry incident in a 
pointless universe. It may be that this world 
of ours is, after all, no more than a “tale told 
by an idiot.” 

For all I know-, the ends to which you and I so 
solemnly address ourselves may lead exactly 
nowhere. 

I dare to hope that the doubters arc at error. 
And yet, if one of them should present to me an 
indisputable proof that life and mankind bear 
no meaning, I know that I could face the appal¬ 
ling fact undaunted and go serenely forward in 
the course I follow now’. 

With or without the promise of eternity, with 
or without the faintest token that any lasting 
significance can attach to the things I am and 
the things I do, I would not alter my destiny. 

For me, if is enough that I am a physician, a 
surgeon, a seeker after truth, a minister to the 
suffering of my fellows, a willing subscriber to 
the lofty scruples of Hippocrates. 

It is enough that I rnay he one of you. 

For Medicine is more than occupation, more 
than art, more than science, much more than 
codes and traditions. 

It is a nay of life, and more than that, it is 
a faith the articles of which encompass and 
vitalize every creed that the hungering heart of 
man has e\cr spun to explain hrm<df on the 
stage of the universe. 

Let us in these few moments tonight discover 
again the bedrock on which our temple of Medi¬ 
cine is hmldcd. Let us look upon the eternal 
verities of our calling and dedicate ourselves 
anew to them. 

They were the faith of your predecessors. 
Doubt if you will, they arc still the faith of your 
contemporaries, as they will be the faith of yotir 
successors. 

Whosoever shall honor them in thought and 
action, his work shall not perish. 



REVIEW OF SCIENTIFIC EXHIBITS 


S. J. TUREL, M.D., F.I.C.S. 

NEW YORK 


O NE of the noteworthy features of the 
International Assembly of the International 
College of Surgeons was the scientific ex¬ 
hibits, which were well arranged, and character¬ 
ized by their excellence and important educational 
value. 

CASTS, DRAWINGS, LANTERN SLIDES 

Among the outstanding exhibits, which drew 
many favorable comments, was that of Dr. Wil¬ 
liam Seaman Bainbridge. His collection of wax 
casts, replicas of actual conditions in natural 
color' of his private and hospital cases, is a most 
unusual and valuable addition to the science of 
medicine. About 500 of these casts were on 
display. They showed such conditions as syphilis, 
carcinoma, epithelioma, lichen planus, sarcoma, 
leukoplakia, keloid, mixed lesions, tuberculosis, 
congenital deformities, leprosy, epulis, scurr y 
and supernumerary breasts. Many of the casts 
illustrated the condition before and after treat¬ 
ment. 

In addition to the foregoing, there were draw¬ 
ings, some in color, by an anatomic artist, who 
sketched them at the time of operation by Dr. 
Bainbridge. These illustrated unusual pelvic and 
abdominal conditions. Limited space permitted 
the display of only a few of the 1,500 of such 
drawings of his private and hospital cases. It is 
hoped that there will be an opportunity for a 
special showing of all the drawings in Dr. Bain- 
bridge’s collection, for they are of distinct value 
to the surgeon and to the student. 

Lantern slides of tumor formation in the 
mineral, vegetable and animal kingdoms, and 
allied diseases were the third and final part of 
this extremely interesting exhibition. 


MEDICINE DRAMATIZED 

“Thoughts for Tomorrow,” by Dr. Norman R. 
Goldsmith, was a unique presentation of ten large 
colored cartoons presenting a new technic for 
dramatizing development in medicine and surgery. 
Thev illustrated some of his Thoughts for To¬ 
morrow,”" a weekly column completing its fourth 
vear in the Pittsburgh Medical Bulletin, the of¬ 
ficial publication of the Allegheny County Med¬ 
ical Society. 

The purpose of “Thoughts.' Dr. Goldsmith 
«aid “is to save busy doctors time. Unable to 
read all the medical literature, one quick glance 
will <nve them essential information in an easily 
seeiEand remembered form. His procedure is 


to comb the medical literature, often research 
journals missed by the average practitioner, se¬ 
lect some potentially significant article, condense 
it to its salient features and then dramatize it. 

Transformed into a cartoon plus a caption, the 
message is quickly appreciated by the medical 
reader, yet is sufficiently distinctive to be long 
remembered. The entire message is given in a 
few words with a startling picture to clinch the 
memory thought image. 

GASTRO - INTESTINAL SUTURES 

Dr. Simon Reisler, of Indianapolis, with the 
aid of several colored drawings, presented his 
“continuous reverse-crossed suture—a new meth¬ 
od of gastro-intestinal suturing.” He criticizes 
the usual through and through suture, which is 
commonly employed in gastro-intestinal surgery, 
as being inadequate. He has developed what he 
calls the continuous reverse-crossed suture for 
the suturing of the stomach and the intestines in 
anastomosis or closure of these viscera. This 
stitch is employed as the innermost suture, which, 
he points out, is the most important layer, pro¬ 
tecting the seromuscular suture, and, if properly 
made, should give thorough approximation, there¬ 
by' avoiding such complications as postoperative 
hemorrhage, tissue necrosis, leakage and perito¬ 
nitis. The latter are avoided by his method of 
suture. 


PERITONEOSCOPY 

"Peritoneoscopy,” presented by Dr. John C. 
Ruddock and Dr. Maurice L. Malins, is a highly 
important method of diagnosis of intra-abdominal 
lesions. The technic was clearly described by the 
authors with the aid of illustrations and charts. 

Their statistical data cover a series of 900 
eases, with a mortality of 0.1 per cent, the 
youngest patient described being 6 months old 
and the oldest 85 years old. The procedure is 
performed in an operating room under local 
anesthesia, under strict surgical asepsis with 
proper preoperative preparation, and preliminary 
catheterization of the urinary bladder. 

After introduction of the peritoneoscope, any ■ 
fluid present is aspirated, and the peritoneal 
lavitv is filled with air. Through this instru¬ 
ment one is able to examine the whole of the 
peritoneal cavity with the exception of retro¬ 
peritoneal structures and the pylorus of the 
stomach, and to differentiate various pathologic 
lesions present; to obtain biopsies of solid organs 
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of Montezuma, including ah . k w i , , 
a country with its indnid J r ><n . : -\ 
try to which Spain, b.nlot . < i 1 

its mother country. gi\ui i s best T». i - 
immense Latin culture 1m* mme -> >n • 
the means of conquering 'spam 

The Conquest was begun in 1M' 1 i-.d c< i s>nn- 
mated in 1521 Almost ai mm m 13_- iIk 
C onquistador founded the “Uo-pu.il -!c la 
Purisfma Concipcion y Jesus Xa/annu, : the 
memorable site called HuU/ilhiii where Ik and 
Montezuma had their first rmcuug The Hos¬ 
pital de Jesiis, as it culltd nowadaxx. is the oldest 
institution in America built for the purpose of 
assisting the poor and rehu\ mg suffering 

Fourteen years after the Conquest was con¬ 
summated, in 1535, don Antomo de Mendoza, the 
first viccro>, brought to Mexico the first print¬ 
ing press that operated in the whole of the 
Americas, one hundred and fi\e years before the 
printing press began to operate at Cambridge. 

On Jan. 6, 1536, the College of Santa Cruz de 
Tlaltelolco was inaugurated, the curriculum of 
which included a course in medicine. 

In 1551 a royal decree was issued ordering the 
founding of the Royal and Pontifical University 
of Mexico, with the same privileges and statutes 
as Salamanca University, at the time the best 
university in Spain and one of the greatest in¬ 
stitutions of learning in Europe The University 
of Mexico was the first in America, in accordance 
with the royal decree ordering its creation, dated 
Sept. 21, 1551. The college was opened on Jan. 
25, '1553, and, to quote Clavijcro, the historian, 
on that account men of great wisdom and learn¬ 
ing were sent from Spam. On June 21, 1578, the 
University created a specialized course in medi¬ 
cine. In 1621 the course in surgery and anatomy 
was initiated at the request of Dr. Rodrigo 
Munoz, in accordance with the royal decree of 
Philip III. 

During the eleventh, twelfth, thirteenth and 
fourteenth centuries, science and the specialized 
branch of medicine reached their highest peak, 
attaining their grandest splendor. Spam was 
then, say Chinchilla and Znmacois, the metrop¬ 
olis and the retreat of all studious men, the 
meeca of those whose aspirations and ambitions 
were to acquire wisdom. The fifteenth and six¬ 
teenth centuries arc most memorable in Spanish 
history, for in them arms and letters shone su¬ 
preme. Progress of medicine was due to a con¬ 
siderable extent to the Spaniards. By the end of 
the seventeenth century. Spam was the vanguard 
among all countries in regard to the science of 
medicine, and in the eighteenth century had a 
prominent place in the list of the most advanced 
nations. The Mexican frotomedicatus had in the 
seventeenth centur> similar organization and like 
function as the frotomcdieatus of Ca*til]c. 

In Spam the first college of surge r\ was 


" ,ri Rd rn Cadiz, between 1747 and'1748; the 
■'"id institution of its kind was the one at 
IbuitIona, in 1/60, and the third was New 
.S|nni\ located in the City of Mexico, capital 
ot *Ik uceroyship, the first in America and a 
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noteworthy distinction to New Spain. In 1768 
Charles III signed the royal decree ordering the 
creation of the Royal College of Surgery of New 
Spain, which was inaugurated on April 10, 1770, 
having at its disposal for the purpose of teaching 
the Royal Hospital, built in 1534. The Rojal 
Hospital was in existence for two hundred years, 
up to 1787, when Archbishop KCmez dc }Iaro 
y Peralta incorporated it in the Hospital de San 
Andres, the forerunner of the present General 
Hospital of Mexico. 

Charles HI of Spain enacted by decree the 
writing of statutes and In-laws for the New 
Spain Rojal College of Surgery, which were 
printed succtsshcly in Madrid (1791), Barce¬ 
lona (1799) and Mexico City (1799). A leather- 
bound copy of this historical document is kept 
at the library of the School of Medicine in Mex¬ 
ico City. Dr. Fernando Ocaranza ' h* 




INTERNATIONAL ASSEMBLY OF THE 
INTERNATIONAL COLLEGE OF SURGEONS 

IN CONJUNCTION WITH 

THIRD ANNUAL ASSEMBLY OF THE 
UNITED STATES CHAPTER 

New York, May 21-25, 1939, Roosevelt Hotel 

ANDRE CROTTI, M.D., International President 
FREDERICK M. DOUGLASS, M.D., President, United States Chapter 


SCIENTIFIC PAPERS 

Monday, May 22 , 10:00 a. in. 

ANDRfi CROTTI, M.D., International 
President, Presiding 

INVOCATION. THE REVEREND NATHAN 
A. SEAGLE, Rector of St. Stephen’s Church, 
New York City. Assembly led in prayer. . 

Senator Thomas Ignatius Sheridan, of the 
State of New York, then addressed the Assembly. 

SENATOR THOMAS IGNATIUS SHERI¬ 
DAN: It would be presumptuous on my part 
to" attempt to discuss the details of your profes¬ 
sion except in an incidental fashion. Once ont 
comes under the spell of either a medical man 
or a surgeon—whether one is fully conscious or 
whether one is under the immediate effects of an 
anesthetic— one is nothing more than a pawn in 
his hands, whether one is a lawyer, a former sen¬ 
ator or any other member of the community. 
The surgeon has the faculty of applying an anes¬ 
thetic without making one know it, and that is 
what happened to me. Before being aware, I 
found mvsclf addressing you. 

Your motto “Science knows no country, I 
dare <=av is no more typified by any place in this 
country than by New York City. I hope you 
will enjov vour stay, and that you will not con¬ 
fine your' investigations to the hospitals. I wish 
vou a hearty welcome to New York City and to 
New York State. 

His Excellency Dr. Francisco Castillo 
N \JFRA. Ambassador from Mexico, was then 
introduced. 


DR. FRANCISCO CASTILLO NAJERA: I 
greet you in the name of the Mexican delegation. 
It is my great pleasure to meet many of my coun¬ 
trymen here. It is to them, who are in full prac¬ 
tice and active in surgery, that the task of ad¬ 
vancing Mexican surgery belongs. I greet you 
in the name of the Mexican scientific societies 
to which I belong, the National Academy of 
Medicine, the Mexican Academy of Surgery, and 
others. Let us hope that science will be the 
strongest link between our nations. 

PRESENT DAY TRENDS OF SURGERY IN 
PULMONARY TUBERCULOSIS. DR. CON¬ 
STANTIN ILIESCU, Inspector General, 
Medical Service, Rumanian Army, Bucharest, 
Rumania. 

This paper will appear in a later issue. 

ANESTHESIA IN THE UNITED STATES 
NAVAL SERVICE. DR. ROSS T. Mc- 
INTIRE, Rear Admiral, Surgeon General, 
United States Navy. 

Read by Dr. D. G. Sutton, Captain, United 
States Navy. This paper appears elsewhere in 
this issue. 

THE IMPORTANCE OF THE CADAVER IN 
SURGICAL TEACHING. DR. MIGUEL 
LOPEZ ESNAURRfZAR, Mexico City, Mex¬ 
ico. 

This paper will appear in a later issue. 

DR. MAX THOREK, M.D., International 
Secretary, in the Chair 
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ADMITTED TO FELLOWSHIP ~ MEXICAN CHAPTER 


Dk. Donato G Al\bu>n 
Dr. Abrahim Avals Gonzalez 
Dr. Rodolfo Ayala Gonzvlez 
Dr. Benjamin Bandera 
Dr. Luis Rivero Borrell 
Dr. Mat!as Carrasco y Dr MifcR 
Dr. Luis Carrillo Azcarate 
Dr. Gonzalo Castaneda ( Hon ) 

Dr. Francisco Castillo Nvjcka (Hon ) 

Dr. Juan Farill 

Dr. Dario Fernandez Fierro 

Dr. Francisco Fonseca Garcia 

Dr. Avelino Gavaldon Salam*ncv 

Dr. Eduardo Gomez Jaukegui 

Dr. Guillermo Lagarde 


Dk Acrjo Larranago. 

Dr Miguel Lopez EsnaurrIzar (Hon.). 
Dr Mvnuel A Manzanilla (Hon.). 

Dm Mvntel Martinez Suarez. 

1 )r M vnuel Matos. 

Dr Ignacio Millan, 

Dr Juan Mora y Ortiz. 

Dr Federico J Molas Oliveras 
Dr. Ignacio Moroxes Prieto. 

Dr. Jose Ortiz Tirado. 

Dr Jose Rabago. 

Dr Octavio Rojas A vend an o. 

Dr. Antonio Torres Estrada. 

Dr. Mariano Vasquez. 



Investiture and conferring of Honorary Fellowship on Dr. J R. Goodall. 
of McGill University, Montreal, Canada. 



Investiture ami conferring of Honorarj Fellow¬ 
ship on Dr. Miguel Lopez Esnaurizzar, of the Mex¬ 
ican Academy of Surgery 


MESSAGES FROM COLOMBIA 

A message from the Faculty of Medicine of 
the International University of the Republic of 
Colombia was read by Prof. Dr. Dario Cades \, 
of Bogota, Colombia. 


HONORARY FELLOWS 

A list of surgeons given Honorary Fellowship, 
duly recommended and approved, was read by 
Dr. William Seaman B.unbridge and accepted 
by President Crotti. 


ORATION ON SURGERY. DR. ANDRf: 
CROTTI, Columbus. Ohio. 

This address will appear in a later issue. 
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THE SURGICAL TREATMENT OF GAS¬ 
TRODUODENAL ULCER BY SUBTOTAL 
GASTRECTOMY. DR. TOSS LASTRA 
CAMPS and CAPTAIN ANTONIO M. 
RODRIGUEZ DIAZ, M.D., Havana, Cuba. 
Read.by Dr. Conrado Nunez, of Havana, Cuba. 
This paper will appear in a later issue. 

Monday, May 22, 2:15 />. in. 

ANDRE CROTTI, M.D., International 
{.President, Presiding 

ACTIVITIES OF .MILITARY SURGEONSTN 
THE INTERNATIONAL CONGRESSES 
OF MILITARY MEDICINE AND PHAR¬ 
MACY. DR. WILLIAM. SEAMAN BAIN- 
BRIDGE. New York', a 

This paper appears elsewhere in this issue. 

THE SURGICAL RECONSTRUCTION OF 
THE ARTHRITIC PATIENT. DR. FRANK 
D. DICKSON, Kansas City, Mo. 

This paper will appear in a later issue. 

OPERATIVE CHOLANGIOGRAPHY: ITS 
CONTRIBUTION TO THE PHYSIO- 
PATHOLOGY OF THE COMMON BILE 
PASSAGES (illustrated with lantern slides). 
DR. P. L. MIRIZZI, Cordoba. Argentina. 

This paper appears elsewhere in this issue. 

COMMON DUCT INJURIES: CAUSATION 
AND REPAIR (illustrated ’ with lantern 
slides). DR. THOMAS E. JONES, Cleve- 


ADMITTED TO FELLOWSHIP 

Dr. Donald Taylor Atkinson, San Antonio, 
Texas. 

Dr. William T. H. Baker. Pueblo, Colo. 

Dr. George William Bancroft, Colorado 
Springs, Colo. 

Dr. Hugh Gibson Beatty, Columbus, Ohio. 

Dr'. Ralph S. Breakey. Monticello, N. Y. 

Dr. Thomas Frederick Broderick, Boston. 

Dr Harry Lewis Brooks, Michigan City, Ind. 

Dr. Robert King Buford. Charleston, W. Va. 

Dr" Earl L. Caddick, Quincy. Ill. 

Dr. Anthony Joseph Cardinale. Brooklyn. 

Dr. William J. Carrington. Atlantic City, X. J. 
Dr. Earle L. Creveling, Reno, Ncv. 

Dr Hugh Vincent Fall. Roswell, X. M. 

Dr George William Finke. Hackensack, X. J. 
D r Egon Walter Fisciimann, Chicago. 

Dr George Sanford Foster. Manchester. X. H. 
Dr Albert Dalbey Frost. Columbus. Ohm. 

Dr. Dewf.ll Gann. Jr.. Little Rock. Ark. 

Dr. Ralph Averill Gowdy. Miami Beach. I-la. 
Dr. Walter R. Griess. Cincinnati 
Dr. Edwin Albert Griffin. Brooklyn 


land. 

This paper appears elsewhere in this issue. 

GENESIS OF ELECTROSURGERY. DR. 
JOSEPH RIVIERE, Paris, France. 

This paper will appear in a later issue. 

INVOLUTION OF THE CURVATURE OF 
THE STOMACH AS A COMPLICATION 
OF CHRONIC GASTRIC ULCER (illus¬ 
trated with lantern slides). DR. Y. SEUDER- 
— LING, Helsinki, Finland. 

This paper will appear in a later issue. 

CONVOCATION 

Monday, May 22, g:jo f>. m. 

FREDERICK M. DOUGLASS, M.D., President, 
United States Chapter, Presiding 

'• Dr. Benjamin I. Golden, of Elkins, W. ; Va., 
Grand Marshall, led the academic procession for 
the induction and reception of degrees. 

The Reverend Norman Vincent Peale, D.D., 
Pastor of the Marble Collegiate Church, New 
York City, offered the invocation. 

ADMISSION OF CANDIDATES 

Dr. Edward Frankel, Jr., of New York City, 
Executive Secretary, presented the candidates for 
Associate .Membership, Membership and Fellow¬ 
ship. 


— UNITED STATES CHAPTER 

Dr. Eugene Campbell Hartman, Parkersburg 
• W. Va. 

Dr. Otto Rudolph Holters, Asbury Park. N. I. 
Dr. Charles Elmer Holzer, Gallipolis, Ohio. 
Dr. Julius Jarcho. New York. 

Dr. William Jepson, Sioux City, Iowa. 

Dr. George Herman John Joost, DcKalb, Ill. 
Dr. Henry Dowling Jordan, Allentown, Pa. 

Dr. Homer David Junkin. Paris, Ill. 

Dr. Fred Oscar Kettelkamp, Colorado Springs, 
Colo. 

Dr. Louis F. Knoll, Brooklyn. 

Dr. Edward Bloomfield Liddle, Colorado 
Springs. Colo. 

Dr. Goethe Link. Indianapolis. 

Dr. \\ illiam Randolph Lovelace, Albucjucrcjuc, 

Dr. Oswald Swinney Lowslky. New York. 

Dr. Maxwell Maltz, New York. 

Dr. Charles Edward Nagel. Great Falls, Mont. 
Dr. V illiam Alfred Xeill. Toledo, Ohio. 

Dr. Robert M. Rogers. Brooklyn. 

Dr Milton M. Rosenberg, Scranton, Pa. 
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Banquet of the International College of Surgeons during the International Scientific Assembly, Hotel 
Roosevelt, New York City, May 23, 1939 



William Seaman Bainrripge, AM. Sc.D, MD, 
FICS, Captain, MC-F, V S Na\\ Reserve. In¬ 
ternational Treasurer of the International College 
of Surgeons 

PRESIDENTIAL ADDRESS BY 
DR. ANDR6 CROTTI 

O all of you who have come from far and 
near let mi extend a hearty welcome 
This occasion marks a historical date m 
the annals of the International College of Sur¬ 
geons. because this is the First International 
Assembly. It is true that the United States 


Chapter of the International College of Surgeons 
has held several meetings in the past two years. 
It is also true that the International College of 
Surgeons held an emergency executive meeting 
last October in Philadelphia to adopt a new Con¬ 
stitution and new By-Laws to replace the old 
ones which were regarded as defective; this, how¬ 
ever, is the true first International Assembly 
That the present scientific meeting of the Col¬ 
lege and this gathering of tonight have a truly 
international character, no one can question. One 
has only to look at the scientific program of the 
past two days, and one needs only to cast a super¬ 
ficial glance at the distinguished people, here as¬ 
sembled, to become convinced of this very fact. 
It is especially to you foreign members and for¬ 
eign guests that the College is grateful, because- 
by your active participation in the scientific ac¬ 
tivities of the College in the past two days, and 
also by your presence here tonight, you have 
imparted to this Assembly a dignity and a dis¬ 
tinction that nothing else could have done. I 
assure you that your active, ns well as your 
moral, support will spur the College toward bet¬ 
ter and greater things. But. uppermost, the Col¬ 
lege construes your participation in the scientific 
program and your presence here tonight as an 
unequnocal testimonial of your approval of the 
College and its aims. 

Founded in Gcne\a, in 1935, the College is still 
in its infancy. Judging, however, by its accom¬ 
plishments of the past few years, ami by the 
glowing success of the present International 
Assembly, one will have to admit that the 0*1- 
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Dk. Mortimer M- Kofp, Brooklyn. Dr. Oxey P. Smith, Troy, X. Y. 

Dr. Edward L. Ledold, Salem, Ore. Dr. Nicholas S. Vitale, St. Louis. 

Dr. William Harold Meffley, Toledo, Ohio. Dr. Samuel David Zuker. Toledo, Ohio. 

Dk. Nathax L. Shulmax. Union City, N T . J. 


PRESIDENTIAL ADDRESS BY 
DR. FREDERICK M. DOUGLASS 

F this College it might be said with per¬ 
fect truth that from among the many who 
aspire to the honors of membership only 
a few are called and fewer still are chosen. 


It is not enough that a ntan be able to handle 
knife and suture with godlike cunning. We de¬ 
mand the utmost skill of him, but we demand 
much more than that. We look beyond skill to 
the hands that wield skill. And if those hands 
are blameless and clean, we search beyond them. 
We search for the pure heart and principled brain 




Frederick M. Douglass, M.D., 
United States Chapter of the 


F.A.C.S., F.I.C.S., President of the 
International College of Surgeons. 


It bestows nothing as a gilt of hand. Upon 
; t< evorv rank, upon the associate memberships, 
the memberships, and double upon the fellow¬ 
ships. there is a price that only a few surgeons 
may hope to pay- 


that exemplify—as nearly as it is possible for 
imperfect man to exemplify such moral gran¬ 
deur—the Oath of Hippocrates. 

Our price is Integrity. 

Our price is a life dedicated to the faith that 
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lege of Surgeons desires to have among its mem¬ 
bership not alone the surgeons of great promi¬ 
nence but also those surgeons of lesser caliber 
and, uppermost, those surgeons who arc just 
coming into the field. It is in the latter men 
that the College is most keenly interested, not 
only because they represent the future of surgery, 
but because they need guidance and encourage¬ 
ment. They arc still in sore need of opportuni¬ 
ties to learn The College feels that it can help 
them, and thr time to help them is during these 
few years when they arc out in the world alone, 
trying to make a place for themselves. 

The dangerous period for a young surgeon is 
the first ten years of his practice. These first 
few years are full of difficulties, of discourage¬ 
ments, of temptations to take the short cut by 
throwing overboard the dictates of the code of 
morals and of ethics. The soul of a young sur¬ 
geon is like the soul of an adolescent. Let me 
quote the \erscs of a great French poet, Alfred 
de Musset 

Le cocur d’wt homme vicrqc cst tin vase prof and, 
St la premilre eau qu’on y verse esf impure 
L’oceat> parser ail sans lover la souillurc 
Car Pabyme est immettse et la taehc esl ait fond 

(“The heart of a virgin man is like a deep vase; 

If the first water poured into it is impure 
The ocean could pass through it without cleans¬ 
ing it. 

Because the abyss is deep, 

And the stain remains at the bottom’*) 

This is only too true of the young surgeon. In 
fact, it is so true that one can easily foretell 
what a young surgeon is going to be when he 
will have rtachcd his maturity. If. during the 
first difficult years, the young surgeon remains 
morally and ethically clean, and seeks success 
through industrious ami legitimate means, his 
future is quite safe. This j'otrng surgeon will he 
some day a leader 

"By labour, \ertue may he gamed, 

Bv vertue, plone is attained ” 

—Gcorqc ll’ilhcr, 1635 

In consequence, the College, through the forma¬ 
tion of surgical guilds throughout the country, 
seeks to impart knowledge to its young asso¬ 
ciates I do not need to go into much detail 
concerning these surgical guilds. Suffice it to 
say that they represent intermittent postgraduate 
courses at which the young surgeons will he not 
only listeners but also performers, critically 
watched by their elders 

It is here that the leaders finally find the 
opportunity to pay their indebtedness to the pro¬ 
fession which has made them great. Further¬ 
more, their personal contact with the young sur¬ 
geons will do much to stimulate the healthy am¬ 
bition to progress, and will encourage them to 
remain steadfast m the observance of the ethics 
of their profession, .and thereby retain not only 


their own self-respect but also the respect and 
confidence of the medical profession and of the 
public. 

Also, the International College of Surgeons 
desires to establish closer relationship among the 
surgeons of the world. This is to be obtained 
through the publication of the Journal of the 
International College or Surgeons, and 
through scientific gatherings such as this one. 
There is nothing like personal contact to clarify 
opinions and to smooth out difficulties; one can 
come much nearer to getting the real estimate 
of a man by coming face to face with him than 
by reading his writings. Many lasting and solid 
friendships have thus been established, while, on 
the other hand, many exaggerated values have 
flattened out like a soap bubble. Moliere, the 
great French fabulist, had already sensed that 
when he wrote: 

De loin e’est quclque chose 
Et de fr?s <77 n'est rictu 
("From afar, it looks big. 

But from near it is nothing/*) 

The International College of Surgeons merely 
wishes to add its bit to what other organizations 
are doing for the advancement of surgery, and 
it wishes to do it in its own way. There is so 
much to be done that the little the College will 
accomplish will, by no means, finish the task. 
There will remain plenty for others to do. 

We are all seeking the same object, namely, 
the progress of this great profession of ours. 
That is the sole and ultimate goal which wc are 
all striving for, no matter if wc belong to the 
International College of Surgeons nr if wc be¬ 
long to other affiliations. 

This being the case, the sooner wc all join 
hands, the sooner the goal will be attained. 

Each one of us. individually and collectively, 
loves this great profession of ours, because it ts 
beautiful, because it is great and noble. Wc do 
not love it halfway: that is impossible; surgery 
ensnares its followers wholly. Wc love our great 
profession as the sailor loves his great open sea. 
knowing full well all of its beauty and all it*' 
dangers. We love it as the soldier loves the 
battle with all its terrors and with all its tri¬ 
umphs The surgeon is the soldier battling 
Death In this struggle, he is often stronger 
than Death, but also be knows only too well that 
the pangs of defeat are often waiting around the 
corner The life of a surgeon is full of beauty, 
of enthusiasm, of triumphs, of cat as trophies, of 
disappointments. Great are tlic responsibilities 
of the surgeon 

In consequence, any one who will strive for 
the advancement of surgery undertakes a whole¬ 
some and humanitarian task. 

Ladies and Gentlemen, the International Col¬ 
lege of Surgeons is committed to such a task. 
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ANDRfi CROTTI, M.D., International 
President, in the Chair 

President Crotti welcomed the new Members 
and Fellows and stressed their obligation to sur¬ 
gery and mankind at large. Presentation of 
diplomas. 

MESSAGES 

Dr. Max Tiiorek, International Secretary, read 
the following messages. 


Greetings to the International College of Sur¬ 
geons from Past-President Prof. Dr. Arnold 
Jirasek, of Prague, Czechoslovakia: 

"7 am sorry, indeed, not to he able to partici¬ 
pate personally in the activities of this meeting, 
which offers such a splendid opportunity of being 
in touch with so many distinguished representa¬ 
tives of surgery. Despite this, I wish to express 
mv profound respect for your work and my ap¬ 
preciation to those who are endeavoring to raise 
the standards of the world’s surgery, which ,s in¬ 
fluencing the growing generation. This has al¬ 
ways been proof of your spirit and pioneer 'work. 

“Wishing the Assembly and its activities all 
success and extending to you my kindest thoughts 
and friendly remembrances and with most cordial 
greetings.” 


Greetings from Dr. J. C. McCracken, from 
Shanghai, China, who is our Regent m that part 
of the world, who writes and requests that his 
best wishes be extended for a successful meeting. 


Prof. Dr. Torge E. Cavelier, Dean of the 
Faculty of Medicine, of Bogota, Colombia, cor¬ 
dially greets the Members of the International 
College of Surgeons and expresses wishes that 
the work and humanitarian aims which primarily 
.ruide this meeting will he crowned with com¬ 
plete success and will redound to the benefit of 
the medicosurgical sciences. 


Dr. Probodh Chandra Das. of Calcutta. 

India, writes as follows: 

“The International College with its high ideals 
• f .,. v to become an influential organization and 

in the very near future will undoubtedly play a 
Ica ding role in the advancement of the knowledge 
of different branches of surgery -with a view of 
■ the sufferings of humanity. 

send'from mx sick bed in this distant land of 
India mx sincere wishes for the success of this 
momentous Assembly meeting. 

r> R Alexander Stanischeff. Director 
P University of Sofia. Son... Bulgaria. 


01 


the 


writes: _ ^ # 

'■// is with r;rv«x* 
I fluff I Shed! be urn 


regret and m-nk distress that 
die to be with \-<u and among 


my fine American colleagues, whose aims to cul¬ 
tivate the best in our profession arc observed by 
me. 

“I personally regret sincerely, as docs our Uni¬ 
versity also, that you who do such honor to our 
profession cannot participate in the celebration 
of the fiftieth anniversary of our beloved Uni¬ 
versity. However, we believe, and arc sure that 
you do also, that in spite of the impossibility of 
direct personal participation, our hearts will be 
very close in these hours and days of celebration, 
both during the ceremonies here and during the 
scientific sessions of the International College 
of Surgeons. 

"We arc assured that you will continue in the 
future to work not only for the advancement of 
pure science and art but also in the cultivation 
among the people of those feelings -and virtues 
-which will ultimately give to mankind the de¬ 
sired peace and tranquility.” 

Prof. Dr. Rudolf Nissen, of Istanbul, Turkey, 
Vice President of the International College of 
Surgeons, cables best wishes for the success of 
the Assembly meeting of the International Col¬ 
lege of Surgeons. 

Prof. Dr. Felix Mandl, of Palestine, Jeru¬ 
salem, cables his greetings and sincercst good 
wishes to the Fellows and Members of the Inter¬ 
national College of Surgeons in session in New 
York City. 


MEXICAN CHAPTER 

Dr. Manuel A. Manzanilla, of Mexico City, 
Mexico, presented for admission to the College 
the newly organized Mexican Chapter. 


ADDRESS BY 

DR. MANUEL A. MANZANILLA 

The aboriginal people of Mexico, because of 
their civilization, laws and government, were 
considered the most outstanding people in the 
American Continent, before the discovery of the 
New World. But, notwithstanding all that is said 
to proclaim their high level of culture, this was 
almost nil as compared with the powerful civiliz¬ 
ing influence presently brought about by the Con¬ 
quest. I believe, with the new Mexican genera¬ 
tion which has happily lived under the limpid sky 
of our past and has nourished its mind on the 
reminiscences of our ancestry, that Hernan 
Cortes, the Conquistador, is the greatest figure in 
our history, the creator of our nationality. The 
legacy received by Mexico when acquiring its 
independence, inheritance which was indeed the 
fructification of the work performed by that 
Great Captain, consisted of a territory ten times 
as large as that which constituted the kingdom 
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Palestine? The renaissance of Turkey? The 
classic ghosts of Greece? Of the Andes? In 
the huts or castles of Mexico? Or the isolation 
of scattered islands? The shadow of Egypt's 
past? Or the aroma of Brazilian coffee fields 
or Argentinian natural beauties? No matter 
where we work, ours is the common bond. Be¬ 
cause of this common bondage we sons of 
Aesculapius must strengthen our bonds of rela¬ 
tionship, just as the heart keeps the blood circu¬ 
lating in the body from head to foot. We must 
take our idea of cooperation from that human 
body that we serve in the name of science. 

Eventually, our society will stand as a unit of 
scientific perfection and power because of its 
unselfish, self-sacrificing, fraternal and mutual 
labors toward the glory of human endeavor for 
humanity's sake. 

When we have thus constituted our society 
and ourscUes into a mighty machine of mercy 
and learning, freely disbursed, from it may even¬ 
tuate such a leverage of health and hope and 
welfare that all the peoples of the world will 
lay their laurels at the pedestals of our en¬ 
deavors. Like the waters we drink, the air wc 
breathe and the earth we tread, so are the sci¬ 
ence and the art of the surgeon a real and a 
sacred gift from the Infinite. Since this is so, 
this great gift must be used, in so nearly as 
finite men can humbly imitate the Infinite, in a 
style and manner patterned after the generosity 
and the patience with which the universe is sur¬ 
rounded and from which it was built. 

Gentlemen, let me quote from "Ye Weary 
Wayfarer”: 

“Life is mostly froth and bubble, 

Two things stand like stone — 

Kindness in another's trouble. 

Courage in our own'” 

ADDRESS BY 

COL. DR. JULES VONCKEN 

Science has no country, neither has chanty. 
Science permeates the world and wishes it to be 
beautiful, great and just It is for that country 
that wc meet in these International Congresses 
with the clear vision of worthily representing 
nur nations and our scientific and humanitarian 
aspirations. 

We are surgeons, and we are conscious of the 
altruistic mission of our profession. Our ideal, 
also that of all military surgeons who have lived 
through anguishing hours during the World 
War and who hair witnessed its hardships and 
us tragedies, is to exert the influence of our 
calling m humanizing warfare. 

Wc lca\c America with the hope that our ap¬ 
peal for peace and for chanty will be heard and 
that the world's greatest republic will help us to 
fortify onr efforts toward peace. Those efforts 


for peace are the goal of all the small nations 
of the world. 

ADDRESS BY 

DR. FRANCISCO CASTILLO NAJERA 

I am embarrassed to speak before this elite 
group, although I know that the men of science 
arc very kind people. The words I say do not 
belong to me. They belong to men to whom I 
have been talking. I have been with these out¬ 
standing men of science, coming from all over 
the country. 

The necessity of beautifying mankind is urgent. 
It is felt by men everywhere, but it is particu¬ 
larly precious because it is best understood by 
the medical men. They have ideas and ideals, 
and to better express them and put them into 
practice they have formed not only national so¬ 
cieties but also international societies. 

We are living in terrible times, and some will 
say that wc are facing the destruction of civiliza¬ 
tion, and perhaps of mankind. But that is not 
possible. It might have been possible during the 
Middle Ages, when the world was not com¬ 
pletely unified, geographically, and when America 
was not discovered. 

Some will say that it is the law of nature to 
fight: but that is not true. If we examine more 
carefully the state of mankind, proceeding from 
the lower animals to the highest—that is to say, 
the most enlightened men—wc shall find it is 
mostly man who fights against man. There have 
been fights, yes. between animals, but never has 
a group of animals been seen going against an¬ 
other group of animals. The instinct of self- 
preservation is stronger than any tendency to 
destruction. 

Nowadays, all the important activities of the 
individual family are connected with some med¬ 
ical achievement. No one can deny that. And 
I think that the medical profession in this special 
age wc are going through has become a factor in 
the progress of mankind. 

This manifestation of the International Col¬ 
lege of Surgeons is proof that humanity will be¬ 
come unified, and it is going to be realized in 
the very near future. It is impossible to have 
destruction of mankind in mind. And if medicine 
is a scientific art. the artistic part belongs to the 
surgeon. He is a sculptor; he is like a magi¬ 
cian; he has his special material to work on. 
human flesh. 

The military surgeon is the only soldier who 
can work in favor of peace. The well known 
phrase of Pasteur. "Science has no fatherland," 
is \erv true. Pain has no fatherland, cither. In 
misery, in sickness am! in pain, men ar<* only 
human beings It must be n«r f i 1 *j' 

duty within the limits of the 
each one of us. 
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that the Faculty of Medicine of today comes in 
direct line of descent from the Royal College of 
Surgery. 

During the second half of the .'past century 
there flourished in Mexico City .the Larrey. So¬ 
ciety, of which our eminent surgeon Montes de 
Oca was a member, and in the dawn of the 
twentieth century brilliant achievements were at¬ 
tained by the Mexican Society of Surgery, two 
of the initiators of which wehe don Julian Vil¬ 
lareal and don Ulises Valdes, who later were 
among those who laid the foundations of the 
present Academy of Surgery, the Supreme na¬ 
tional institution which now serves as the intel¬ 
lectual guide, to enlighten the path, support and 
cultivate the art of surgery, under the roof of 
our Alma Mater, the long-lived School of 
Medicine. 

Mexico possesses its o,wn surgical history. En¬ 
dowed by Destiny with ancient disciplines and 
restless, ardent desires/ it is deeply grateful for 
the honor bestowed upon it by .this most learned 
International College of Surgeons, in reserving a 
place for Mexican members. The Mexican 
Chapter was initiated under the chairmanship of 
Dr. Gonzalo Castaneda, eminent master, who was 


\ 

also the president of the Mexican Academy of 
Surgery on its founding. 

A representative group of Mexican surgeons 
take part in the International Assembly of the 
College held in this great country, in this mag¬ 
nificent city of New York, imperial because of 
its might, admirable because of its endeavor, a 
group of surgeons representative of the ancient 
culture of a young nation that perpetuates the 
tradition of Alonso Quijano, the Virtuous, im¬ 
mortal figure of Cervantes’ romance of chivalry 
and knight-errantry. Latin we are by heritage, 
but universalist by tradition. Thus, under the 
guardianship of the noble aphorism of Pasteur 
which has become the ideal of the College, accept 
as a token of cordial friendship our warm greet¬ 
ing with our most earnest desires for the ever¬ 
lasting glory of this illustrious institution; La 
science n’a pas de patric puree que le savoir esl 
le patrimoine de I’himamtc, le flambeau qui 
eclaire le mondc. 


Distribution of diplomas to the Mexican Chap¬ 
ter, by Dr. Francisco Castillo Najera, Ambas¬ 
sador from Mexico. 



Committee ot 

left to richt. Dr. y. 

Dr-. Crotti. Bainbndae awl Lapenta 
Laearde and Torres Estrada 


Si!” gycrsrisite: ** «™. 

Stand. n » DKnVD from Mexico. Dr. Castillo Najera, 
’ = Kabaco ’ Morones Pneto, Manzanilla, Lopez Esnaurrizar, 
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VOTED: That the definite date for the An¬ 
nual Meeting of the United States Chapter be 
fixed by the Executive Council. 

ANNOUNCED: By Dr. Benj \min I. Golden, 
that if any of those present were Reserve Officers 
they could get active duty credit for attending 
the session, and that he had slips to distribute to 
those entitled to same. 

VOTED- That the Executive Council be 
authorized to offer such prizes for scientific es¬ 
says, comprising original work, as they see fit, 
and for the best scientific exhibit at the next 
Assembly. 

VOTED That a letter of appreciation be 


directed to Dr. J. David Beatty, of Los An¬ 
geles, for his fine work in popularizing the 
JOURNAL. 

VOTED: That a suitable emblem be designed 
and provided, to be worn by Members and Asso¬ 
ciate Members. 

VOTED: That appreciation be extended to 
Dr. Edward Frankdl, Jr., and Dr. Earl B. 
Craig for the excellent caps and gown they de¬ 
signed and registered in Washington as the dis¬ 
tinctive insignia of the International College of 
Surgeons. 

ADJOURNMENT ( 7 ;oo />. m.) 


SIXTH BIENNIAL CONGRESS OF THE INTERNATIONAL HOSPITAL 
ASSOCIATION 


The Sixth Biennial Congress of the Inter¬ 
national Hospital Association will he held in 
Toronto, Canada, September 19-23, with head¬ 
quarters at the Royal York Hotel, under the 
presidency of Dr. Malcolm T. MacEaciiern, 
of Chicago, and the patronage of Lord Tweeds- 
muir, Governor-General of Canada. 

The following committees will be in charge: 

7 oronto Committee on Local Arrangements: Ex¬ 
ecutive Committee- Dr Fred W. Routley, 
Past President, Canadian Hospital Council, 
Honorary Chairman; Dr W. S. Caldwell, 
Director, Canadian Red Cross Society, Ontario 
Division, Chairman; Mr. Carl I. Flatii, 
Superintendent, Wellesley Hospital, Secretary- 
Treasurer; Dr. G. Harvey Agnew, President. 
American Hospital Association, Ex Officio. 

Subcommittee Chairmen. Dr Fred W. 
Routley, Canadian Red Cross Society, On¬ 
tario Division, banquet. Miss Pearl Morri¬ 
son, Hospital for Incurables, educational and 
gadgets exhibits, Mr. A. D. Kelli , Ontario 
Medical Association, entertainment; Mr. 
Arthur Heeney, architect, exhibits and meet¬ 
ing halls, Mr. C J. Df.cker., Toronto General 
Hospital, golf; Dr W. J. Dohbie, Toronto Hos¬ 
pital for Consumptives, hospital tours; Dr. C. 
B. Farrar. Toronto Psychiatric Hospital, tti- 
formatwn and registration; Dr Fred A. 
Logan, Toronto General Hospital, interpreters 
and translations. 

Committee of the American Hospital Association 
on International Hospital Relations. Chair¬ 
man. Mr. Howard E Bishop. Savre. Pa. 


Administrator, Robert Packer Hospital. Mem¬ 
bers: Dr. G. Harvey Agnew, Toronto, Secre¬ 
tary, Department of Hospital Service, Canadian 
Medical Association, President, American Hos¬ 
pital Association; Dr. Robin C. Buerki, Chi¬ 
cago, Director of Study, Commission on Gradu¬ 
ate Medical Education, President, American 
College of Hospital Administrators; Dr. Bert 
W. Caldwell, Chicago, Executive Secretary, 
American Hospital Association; Dr. Malcolm 
T. MacEaciiern, Chicago, Associate Director, 
American College of Surgeons, President, In¬ 
ternational Hospital Association. 

The officers of the International Hospital Asso¬ 
ciation arc as follows: 

Honorary Tresidents; Dr. W. Alter, Buch- 
schlag, Hessen, Germany, Gehcimcr Rcgier- 
ungs-und-Medizinalrat; Dr. E. H. L. Corwin, 
New York, Secretary, Academj of Medicine; 
Dr. G. von Deschwanden, Lucerne, Switzer¬ 
land; Sir Harold Pink, J.P., London, Eng¬ 
land, Chairman of Council. British Hospitals 
Association; Dr. Rlx£ Sand, Brussels, Bel¬ 
gium, Secretary-General, Ministry of Health. 

President: Dr. Malcolm T. MacEaciiern, Chi¬ 
cago, Associate Director, American College of 
Surgeons. 

President-Elect Dr. Rale Zeih.fr, Berlin, 
Vweprasidcnt ties Deutschcn Gcmcindctai'S 

Honorary Secretary: Dr. W. Alter. Buchschlng, 
Hessen, Germany, Gehcimcr Regierungs-tmd- 
Mcdizmalrat. 

Honorary Treasurer: Mr. Edmund Ilriscti, Ili\- 
hiU-on-Sca. England, chartered «---x 
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ADJOURNMENT 

Dr. Fred H. Albee, of New York City, Presi¬ 
dent-Elect, was introduced and acknowledged the 
honor with brief remarks, after which the Con¬ 
vocation came to an end. 






Fred H. Albee, M.D., Sc.D. LL.D F.A.C.S., 
F I C S International President-Elect of the Inter¬ 
national' College of Surgeons. 


SURGICAL RESTORATION IN WAR IN¬ 
JURIES OF THE MANDIBLE, WITH 
SPECIAL REFERENCE TO THE FIXA¬ 
TION OF EDENTULOUS FRAGMENTS. 
DR. EMIL MAJOR, Budapest, Hungary. 

This paper will appear in a later issue. 

BONE TRANSPLANTATION IN DISEASES 
OF THE OSSEOUS SYSTEM (illustrated 
with lantern slides). DR. A. FAHRI AREL, 
Istanbul, Turkey. 

This, address will appear in a later issue. 

COMPLICATIONS OF OPERATION FOR 
ACUTE APPENDICITIS. DR. JULES 
VONCKEN, Colonel, Service de Sante, Bel¬ 
gian Army, Liege, Belgium. 

This paper will appear in a later issue. 


Tuesday, May 23 , 2:20 p. in. 

ANDRE CROTTI, M.D., International 
President, in the Chair 

PIONEER SURGERY IN SYRIA. DR. A. A. 
ALTOUNYAN, Aleppo, Syria. 

This paper appears elsewhere in this issue. 

SARCOMA VERSUS STROMATOUS ENDO¬ 
METRIOSIS OF THE UTERUS (illustrated 
with lantern slides). DR. J. R. GOODALL, 
Montreal, Canada. 

This paper appears elsewhere in this issue. 

SURGERY OF CAROTID BODY TUMORS 
(illustrated with lantern slides). DR. R. W. 
McNEALY, Chicago. 

This paper will appear in a later issue. 


SCIENTIFIC PAPERS 

Tuesday, May 23, 9:43 a. in. 

ANDRE CROTTI. International 
President, Presiding 

nr \XXIXG THE SURGICAL DEPART¬ 
MENT OF THE MODERN HOSPITAL (il¬ 
lustrated with lantern slides). DR. WILLIAM 
H. WALSH. Chicago. 

This paper appears elsewhere m this issue. 

the RESULT OF ANTERIOR PITUITARY 
TRANSPLANTS ON THE ANTERIOR 
CH AMBER OF THE EYE t with microscopu- 

and slide demonstrations t. DR K\F\EL E. 

1 (yPUZ. Caracas. A cnezuela. 

This paper will appear in .1 la: 1 r i-mk 

FRED H. ALBEE. M I». International 

Preside>:t-Eh\ t. tn the t hair 


OSTEOCHONDROBLASTOMA. METACAR¬ 
PAL PRIMITIVE. DR. MANUEL A. 
. MANZANILLA, Mexico City, Mexico. 

This paper will appear in a later issue. 

WHITE BILE. DR. FRANCISCO CASTILLO 
NAJERA, Ambassador from Mexico, 
i This paper appears elsewhere in this issue. 

BANQUET 

Tuesday, May 23 , 10:30 p. in. 

ANDRE CROI IT, M.D., International 
President, Presiding 

; WILLIAM SEAMAN BA1NBRIDGE, M.D., 

T oastnwsfcr 

Invocation was offered by the Reverend 
Iathlr Joseph Rooney, Headmaster, St. Fran¬ 
cis Xavier’s College, New York City. 




MEXICAN CHAPTER OF THE INTERNATIONAL COLLEGE OF SURGEONS 


As states elsewhere in this issue, a meeting of 
a number of prominent Mexican surgeons was 
held in Mexico City, and a chapter, to be known 
as the Mexican Chapter of the International 
College of Surgeons was formed. Its members 
represent outstanding surgeons garnered from 
the members of the National Academy of Medi¬ 
cine and front the Mexican Academy of Surgery. 

The following officers were elected: Da. Gos- 
zalo Castaneda. President; Da. Lets Rivero 
Sorrell, Vice President; D 2 . Francisco Fon¬ 
seca Garcia. Secretary: Da. Miguel Lopez 
Esnaurrizas. Treasurer. 

The national regents elected were* Das. Man¬ 
uel A. Manzanilla. Gonzalo Castanedv and 
Miguel L6pez Esnaurzjzaz. 


The following specialty regents were elected: 

Dr. Dario Fernandez Fierpo. general surgery; 
Da. Luis Rivero Borrell, genito-urinary sur¬ 
gery ; Dr. Donato G. Alarcon, thoracic surgery: 
Da. Juan Farill, orthopedic surgery: Da. Aera- 
him Ayala Gonzalez, gastro-cnterologv; Dp. 
Mariano Vazquez, neurosurgery: Dr. Antonio 
Torres Estrada, ophthalmology: Dr. Federico 
J. Molas Oli VERAS, otorhinolaryngology; Dr. 
Luis Carrillo Azcarate, industrial surgery; Dr. 
Benjamin Bandfra, anesthetic surgery; Dr. 
Manuel Martinez Suarez, oral surgery. 

A charter was obtained and by-laws were 
adopted, which are in harmony with the charter 
issued to the parent body in Geneva in 1935. 


Dr. Chevalier Lawrence Jackson, clinical 

professor of broncho-esophagology of Temple 
University. Philadelphia, conducted a course m 
broncho-esophagology at the Hopifal Necker- 
Enfants-Maiades. Paris, from July 3 to 13. held 
under the auspices of the Association d'enseigne- 
ment des hopitaux dc Paris. Assisting were Drs. 
Fernand Eeman. of Ghent, da Costa Quinta, of 
Lisbon, J- Vialle. of Nice, and A. Soul 2 S. of 
Paris, formerly assistants of Dr. Jackson in 
Philadelphia. Lectures and demonstrations were 
given m French and English, with explanations 
in Spanish, Portuguese and German. 


The French League for the Study of Cancer 
has awarded the Amcrongcn Prize of 100.000 
francs to Prof. A. H. Koffo, Director of the 
Institute of Experimental Medicine for the Study 
and Treatment of Cancer at the University' of 
Buenos Aires, for his memoir “Development of 
Malignant Tumors. Carcinoma and Sarcoma. 
Through Food Ingestion." The Amcrongcn 
Prize was destined by its founder as a rccom* 
petisc for work affirming w ith certainty that 
canned or chemically treated food* ham or have 
not an influence on the genesis of career 


The French Government has bestowed on Prof. 
Jules Bordet the Grand Cross of the Legion of 
Honor. Professor Bordet is Director of the 
Pasteur Institute of Brussels, and was awarded 
the Nol-el Prize m medicine. His pupils, col¬ 
leagues and French friends have arranged to 
have a medal struck with his portrait as a testi¬ 
monial to their admiration for his scientific work, 
his splendid accomplishments in teaching and his 
loyal friendship for France. 


Competition for the Umberto I Prize was 
opened by the Rizzoli Orthopedic Ir.'tiiu'r of 
Bologna. Italy. January 1. to c!o*< D' , cem ; er 31 
Th:< prize is ottered for the N*! work in 
ver-.tion in orthopedics." Fornjr .:rd Italian sci¬ 
entists are inw'rd ro \pp*:c 2 tjon for in¬ 

formation should T-c made to the p-cv-hT.*. <*f ; v c 
Ri>zfih In«t:tu*e. B-'-^-cna. 
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lege, though still an infant, is a very lusty one, 
indeed. No sign of rickets, no sign of hypo¬ 
thyroidism in him. It bears all the characteristics 
of a vigorous child, which augurs well for its 
future. 

The reason for the amazing and rapid success 
of the College lies in the fact that the College 
fulfils a real mission. Let me explain. 

The College feels that any man who has at¬ 
tained great prominence in the field of Surgery 
or of Medicine owes his success to himself first, 
and to the medical profession second. 

To himself first: Indeed, no one can attain 
high proficiency in his calling if he himself does 
not go through the necessary sacrifices of hard 
work, self-denials, etc., which will gradually and 
slowly lead him to the mastery of his art. 

But when this is done, it is the medical pro¬ 
fession which pulls out of today’s obscurity the 
celebrity of tomorrow. It is the medical pro¬ 
fession which tells the public to have confidence 
in the skill of this still unknown man. It is the 
medical profession which supports him, defends 
him, believes in him, and it is through the med¬ 
ical profession that this very man attains the 
heights of prominence. 

In consequence. I say that man owes much to 
his colleagues. He has contracted a real debt. 

Now. what can he do to show his gratitude, 
to discharge a part of his indebtedness? It is 
very simple. He must do for the medical pro¬ 
fession what the medical profession has done for 
him. He cannot remain selfishly aloof at the 
summit of his glory and ignore that there arc 
thousands of young surgeons who are passing 
through the arduous and thorny path, which he 
once followed. That maturity of judgment, that 
large experience obtained by bitter prices paid by 
others, must not be allowed to die prcmaturcl} , 
these must be placed at the service of the younger 
generation of surgeons before their owner passes 
on. Only in so doing will the great leader fill 
his full mission, which is to heal the sick and to 


mpart knowledge to the younger surgeons. 

With this in mind, the College regards itself 
,s a school, and not merely as a Pantheon where 
he cligibles come to peacefully rest, crossing 
heir arms on their chests, and from the height 
if their grandeur looking down with condescen- 
;ion upon the passing flow of surgical humanity 
uid caving to each other: Non sunt chgm in trarc 
„ nostro docto carfare (“They are unworthy to 

iclong to our learned body”). 

The College thinks in terms or education and 
lot in terms of self-adulation. No one is too 
T reat to serve. The College gladly and justly 
'ecognizes what other medical and surgical or- 
ranizations. especially the American Medical 
Wsociation and the American Collt. e ot ur- 
Teons. have done in that field o. education. The 
Allege, however, feels that much remains to be 


done, and feels that it can do its part toward the 
betterment of surgical standards, not only in this 
country, but also all over the world, since the 
College is international. The International Col¬ 
lege of Surgeons bears malice to no one; it 
recognizes that academic freedom and intellectual 
liberty are the rightful possession of every one. 
Any one who for selfish reasons attempts to 
throttle that academic freedom and that liberty 
of thought and action resorts to methods which 
smack too much of trade-union tactics, and which 
the College regards as unworth) of any self- 
respecting and high-minded member of the pro¬ 
fession. The College estimates that the intrinsic 
value of a man is the only thing that counts. It 
feels that the value of a man, derived through 
extraneous channels such as pol t teal affiliations, 
cliquism, etc., is only an extrinsic value, and con¬ 
sequently irrcvclant to the College. 

Surgery is the grandest and noblest profession 
in the world. It deals constantly with life, with 
death, and with the health of the patients. It 
is full of emotions, at times sweet at other times 
tragic. It is thrilling by the divei -it) and by the 
profoundness of the problems enc umtered; it is 
fascinating because it taxes to the lnr.it the skill 
and technical ability of its folic \wrs; it is a 
mission of the highest type, since 1 requires the 
conscience of an honest man and the understand¬ 
ing soul of a Sister of Charity. Indeed, an 
unquestioned moral solidity is the fundamental 
requirement of a truly high class surgeon. Do 
not think that the moral responsibility of the 
surgeon is involved solely during the mrgical act; 
no. it begins as soon as he decides tl at an opera¬ 
tion must be performed. 

It is then, when face to face with his own con¬ 
science, he decides to intervene that the fate of 
the patient is being decided. Now, if the con¬ 
science of the surgeon has been dulled, if 
mercenary or selfish reasons are the guiding mo- 
tic es in that decision, and if the operation is 
undertaken in the face of inadequate competency, 
one can easily foresee that an unnecessary, tragic 
ending may well be the result of such a decision. 

Furthermore, no one can always foretell what 
the difficulties encountered in a given operation 
are going to be. They may be so unexpected, so 
sudden, so complicated that they may tax all the 
resources of the surgeon. Since superiority is 
the capacity of rising to an emergency, only that 
patient will have the best chances of surviving 
who is in the hands of a superior surgeon. And 
what constitutes a superior surgeon? The su¬ 
perior surgeon is the one who has conscience, 
knowledge, skill and experience. If a patient 
died at the hands of a dishonest and inadequately 
trained surgeon, manslaughter, perhaps murder, 
has been committed. 

M ith this in view, it will become perfectly 
clear to every one why the International Cof- 
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ADDRESS BY DR. MAX THOREK 


T HE shibboleth of our society is interna- 
lionality and interfraternity. From all na¬ 
tions our group is selected. We stand as 
crusaders for all mankind and for all men. For 



Max Thorek, M.D., F.I.C.S., F.I.C.A., Acting 
International Secretary of the International Col¬ 
lege of Surgeons. 

aces suffering humanity has appealed for relief. 
The first plea goes to God and to H.s ministers 
on earth, and the second rises to H.s mortal dis¬ 
pensers of mercy, members of the medical and 
surgical professions. After all. « is mere y. that 
makes kin the risible and the ,nr. «blc worlds. 
" crev is the Infinite’s great common denominator 
of the universe. The great mortal common de¬ 
nominator is that most marvelous ot all ma- 
cZes the human body. The mechanicians who 
keen it functioning and in repair arc we. our- 
Ss the sons of Aesculapius. Ours ,s the 
, i.„v to that most precious, living posses- 

ST" »o,<£ O' tt le P :1 

Skin for skin: AH that a man hath will he 

?i Xow r hecame of this power vested so sacredly 
-rated profession, scientists must work 

ZZTItSiX™-« T »- c T v^ r 

"he aphorism of Pasteur we have adop.ed. Lx 


science it'll pits dc pah’ic parcc qtic Ic savoir cst 
Ic patriinoinc dc Thumauitc, Ic flambeau qui 
cclairc Ic mondc. The words and thought of the 
great Pasteur have been significantly augmented 
by our excellent International President, Dr. 
Crotti. There, in substance, is outlined our 
credo. 

We must share experiences, discoveries and 
all research for the sake of science and man¬ 
kind. For science should he shared mutually and 
freely with her acolytes as the Infinite Power 
possesses in common with the finite world the 
air, the sun and the other eh mental attributes 
of the Universe. If we fail in this mutuality, then 
we fail as scientists. 

Suffering is the common lot. Equally common 
should be the palliations or panacea, as one by 
one science unfolds the ways and means to pal¬ 
liation or cure. 

Man is not made to live alone, nor races cre¬ 
ated to dwell in proud, narrow and selfish splen¬ 
dor. Barriers hindering surgical progress must 
he removed from all scientific endeavors before 
the world can fulfil its destined place in the 
universe. Achievement is of the world, in its 
entirety. And so achievement can recognize no 
limits. It requires organizations such as our In¬ 
ternational College of Surgeons to blaze the trail 
for the humanities, working together for the 
common good; and the good of all humanity 
means the exchanging of ideas and methods, and 
ways and means from such groups as ours—and 
establishes, too, a nucleus from which will sprout 
and flourish the acme of mortal benefits. 

Every surgeon worthy of the name counts as 
his greatest recompense not his monetary reward 
—though even a surgeon must live—hut the 
knowledge that he has alleviated suffering, re¬ 
built an injured body, and kindled anew in the 
heart of another human being the fires of hope 
and courage, and often happiness, 

All nature is cooperative and correlative. In 
the destiny of the whole, even the most destruc¬ 
tive of nature's forces play a great part; and 
science is. at once, nature’s handmaid and her 
master.' As scientists, we arc hound together as 
one body. We must recognize that fact. We 
are one in science as the body is one in the flesh. 
Do we ply our art and science on Himalayan 
mountain tops? On the shores of the Yangtsc- 
Kiang? At the foot of Fuji-Yama? In the 
shadow of the Seven Hills and the echo of the 
hells of Rome? Or where the chimes of Big 
Ben cut through the fogs of London? In the 
glow of the midnight suns of Norway, Sweden, 
<ir. i nland. Alaska or the chill Arctic and Ant¬ 
arctic regions 5 Or the cinders of the smoking 
-hanihks. plains and mountains that were once 
haiighn Spain? In the slums of Paris? Or on 
l nier den Linden of Berlin? By the griefs of 
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Surgical Anatomy. By C. Latimer Callander, 
A B , M.D., F.A.C.S., Associate Professor of 
Surgery and Topographic Anatomy, Uni¬ 
versity of California Medical School; Mem¬ 
ber Founder’s Group of American Board of 
Surgery; Associate Visiting Surgeon to the 
San Francisco Hospital. With a foreword 
by Dean Lewis, M.D., Sc.D., F A C.S. Sec¬ 
ond edition, entirely reset. Price, $10. Pp. 
858, with 819 illustrations. Philadelphia, W. 
B. Saunders & Company, 1939. 

T HE second editton of this splendid work is 
outstanding for its lucid style, its thorough¬ 
ness and its admirable illustrations. The 
first edition appeared in 1933. The well deserved 
success which this work met with in its first 
edition is assured in its present form. It is 
classic in arrangement and refreshingly informa¬ 
tive. Numerous new illustrations have been 
added to embellish and further augment the re¬ 
vised text. The student, general surgeon and 
specialist will find this work of great aid. The 
author, being a practicing surgeon, has garnered 
only that material which, m his opinion, is au¬ 
thoritative and which will prove of value in 
performing surgical operations The work has 
been reset, much obsolete materia! has been de¬ 
leted, and recent dcvlopmcnts in surgical and 
topographic anatomy have been added. The 
printing, binding and illustrations arc of the 
highest type. The work is highly recommended 
as a valuable addition to any medical library and 
has already established itself as of great value 
in teaching. 

E. T. 

Spinal Anesthesia. By Louis H. Maxson With 
a foreword by W. Wayne Babcock. Price, 
$6 50. Pp. 409, with 70 illustrations Phila¬ 
delphia, J. B. Lippincott Company, 1938. 

T HIS work is a complete presentation of the 
principles and practice of spinal anesthesia 
The text opens with a historical survey of 
the subject matter, followed by a thorough dis¬ 
cussion of the anatomy of the parts concerned 
in subarachnoid block, to he succeeded by a dis¬ 
cussion of the physical aspects and the various 
technics used by different authorities The author 
points out that the conception of rapid mass 


movement of the spinal fluid is erroneous and 
that analgesia is produced by dispersion, comec- 
tion and diffusion. Due credit is given to the 
role played by gravity and to the fact that the 
factors mentioned alone arc responsible for shift¬ 
ing of the anesthesia from the point of injection 
to other points of the spinal canal. The various 
technics arc thoroughly described and their 
merits and demerits discussed. The illustrations 
arc diagrammatic. The work is divided into thir¬ 
teen chapters. It has an excellent bibliography 
and a thorough author’s index. While discussing 
tropacocainc, the author states that this drug has 
been discarded in favor of novocainc. It is 
nevertheless still used in many quarters, and it 
would perhaps be well to point out that in 20 
per cent of cases tropacocaine anesthesia is fol¬ 
lowed by untoward bladder manifestations. This 
work deserves the careful study of every anes¬ 
thetist, every general surgeon and every spe¬ 
cialist, and it is predicted that it will he well 
received liy the profession. 

Xam. 

Pediatric Surgery. By Ecbvard C. Brenner, 
A.B., M.D., F A.C.S. Price, $10. Pp. 843. 
with 293 illustrations. Philadelphia, Lea & 
Febiger, 1938. 

P EDTATRtC surgery is becoming a rather im¬ 
portant branch of general surgery. The 
author attempts in the present contribution 
to “present a volume neither encyclopedic nor 
compendial in type which may he of practical 
value to those engaged in the study of pediatric 
surgery/’ In this he has well succeeded. The 
work is divided into nine parts, each of which 
is subdi\ided into various subject matter. Frac¬ 
tures, dislocations and other orthopedic condi¬ 
tions are not included in (lie work. Diagnostic 
indications for operation, surgical therapy and 
the end-results in given operative procedures are 
well described. Special emphasis is given to con¬ 
ditions peculiar to infancy. The surgical meth¬ 
ods described in the various surgical entities are 
well chosen. Many of these are augmented by 
pre- and postojierative treatment. A special 
chapter on anesthesia, by Dr. T. -Drystlafc Bu¬ 
chanan. is well pr<sented, as is the chapter on 
blood transfusion h\ I)r I-cster 1 r . 
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Dr. Edward Frankel, Jr., Executive Secre- 
tary, named the members of the committee of the 
International Assembly and paid tribute to the 
fine activities of the Ladies’ Auxiliary and the 
future of the College. 

DR. EDWARD FRANKEL, JR., New York: 
If you had sat on the platform at the Convoca¬ 
tion last evening and looked over the distin¬ 
guished assemblage of men comprising our class 
of about 100 candidates, it would have been a 
source of satisfaction to you to see such earnest¬ 
ness, absorbing interest and informal dignity. It 
was a wonderful and inspiring ceremony. The 
International College of Surgeons is still, indeed, 
in its infancy, but it is growing, and growing 
rapidly; and it is here to stay. 

Toastmaster Dr. William Seaman Bain- 
bridge introduced Colonel Harold Dunbar 
Corbusier, of Plainfield, N. J., Vice President 
of the International Congress of Military Medi¬ 
cine and Pharmacy, to succeed Major General 
C. R. Reynolds. He then presented Dr. Emin 
Erkul, of Istanbul, Turkey. 

DR. EMIN ERKUL, Istanbul, Turkey: After 
having participated in the Tenth International 
Congress of Military Medicine and Pharmacy, I 
have been honored in being able to take part in 
the International Assembly of the International 
College of Surgeons. I should like to add my 
earnest desire for the increased activity of the 
College. In expressing again my thanks, I wish 
happiness for America and the Americans! 

HONORS 

Toastmaster Dr. William Seaman R^ in 
bridge then presented, in the name ot the ur 
geon General of Poland, Dr. Stanislaus our 
pert, the honorary degree of graduate o ie 
University of Poland and Honorary Professor¬ 
ship in the Sanitary School of Poland to t e 
following: Dr. Ross T. McIxtire, Rear Ad¬ 
miral, Medical Corps, United States L'a'), an . 
Dr. Andre Crotti. International President o 
the International College of Surgeons. R - 
Francisco Castillo Najera. Ambassador rom 
Mexico, had already been presented ruth t is 
distinction, and Major General C. R- Reynolds 
had received it some years ago. 

EXECUTIVE SESSION OF UNITED 
STATES CHAPTER 
In Conjunction With 
EXECUTIVE SESSION OF 
INTERNATIONAL COUNCIL 

Wednesday, May 24, 5:00 p. >n. 

FREDERICK M. DOUGLASS. M.D.. President, 
United States Chapter, Presiding 


Discussion of the guilds and their activities 
ensued. Participants were Dr. Charles H. 
Arnold, of Lincoln, Neb., Dr. Joseph William 
White, of Scranton. Pa., and others. 

ANDRE CROTTI, International 
President, in the Chair 

VOTED: Whereas, The International As¬ 
sembly held in Philadelphia. Oct. 14, 1938, ratified 
and adopted a revised Constitution and By- 
Laws, and 

Whereas, The study of this Constitution and 
By-Laws has revealed the desirability of having 
it registered in Geneva as a part of the registered 
Constitution and By-Laws, 

Be It Resolved, That the International As¬ 
sembly convened in the City of New York on 
May 24, 1939, hereby empower the International 
Executive Council to have the adopted Constitu¬ 
tion and By-Laws represented as representing an 
amendment in extension and continuation of the 
registered Constitution and By-Laws, and 

Be It Further Resolved, That the Interna¬ 
tional Executive Council he hereby empowered to 
appoint a business agent in the City of Geneva, 
Switzerland, said business agent to be or not to 
be a member of the medical profession, at the 
discretion of the Council, for the purpose of 
representing the Council according to the pro¬ 
vision of law. 


VOTED: That the Assembly in session at 
present empower the International Executive 
Council to decide, at its own discretion, the place 
of the international meeting two years hence, 
also gi\ mg each member an opportunity and a 
right to suggest any place of meeting two years 
hence. 


VOTED: 1 hat the present Assembly go on 

record as thanking and congratulating the com¬ 
mittees which have had charge and all who have 
taken part. 


FREDERICK M. DOUGLASS, President, 
United States Chapter, Presiding 

VOTED. That reading of the minutes of the 
meeting in Philadelphia be dispensed with on ac¬ 
count of the lateness of the hour. 

VOTED: That Dr. Benjamin I. Golden, of 
Elkins, \\. \a„ be elected Treasurer of the 
United States. Chapter to fill the unexpired term 
left vacant due to the resignation of Dr Oscar 
B. Nugent, of Chicago, 


Venice. Fla., on l ei.. 12 and 13, 1940. and that i 
be known a- the National Assembly of th- 
United States < hapter of the International Col 

lege 01 Surgeons 
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Medical Society of New Jersey 


The Medical Society of New Jersey held its 
one hundred and seventy-third Annual Meeting in 
Atlantic City, June 6-8. Among the speakers 
were Dr. I. S. Ravdin, of the University of 
Pennsylvania, and Dr. Alfred Strauss, of 
Michael Reese Hospital, Chicago. Dr. George 
P. Muller, of Jefferson Medical College, Phila¬ 
delphia, addressed the Section on Surgery on 
“Acute Appendicitis.’’ 

The following program was given at the 
meeting of the Section on Gastroenterology: 
The Constitutionally Inadequate Patient. Dr. 

Walter C. Alvarez, the Mayo Clinic. 
Experiences in Diagnosis with the Peritoneo¬ 
scope: Indications for Its Use. Dr. C. Abbott 
Beling, Newark, N. J. 

The Treatment of Intestinal Obstruction with 


the Double-Barreled Intestinal Tube. Dr. W. 
Osler Abbott, the University of Pennsylvania. 

Functional Diseases of the Colon. Dr. Sigurd 
Johnsen, Passaic, N. J. 

Vascular Diseases of the Digestive Tract. Dr. 
Stuart Z. Hawkes, Newark, N. J. 

The following officers were elected for the 
Section on Gastroenterology: Dr. Hyman I. 
Goldstein, of Camden, N. J., Chairman, and Dr. 
Carroll D. Smith, of Paterson, Secretary. 
Dr. Manfred Kraemer, of Newark, is the retir¬ 
ing Chairman and Dr. Goldstein the retiring 
Secretary. 

The Medical Society of New Jersey, founded 
in 1766, is the oldest medical society in this 
country. 


The Fourth Congress of the International 
Society of Orthopedic Surgery and Trauma¬ 
tology will be held in .Berlin, Sept. 4 to 8, 1939, 
under the presidency of Prof. Georg Hohmann, 
of Frankfurt-am-Main. Following the opening 
of the Congress by Prof. Hohmann, Prof. 
Louis Ombredanne, of Paris, will give an ad¬ 
dress, and the General Secretary, Dr. Delchef, 
of Brussels, will present a report. 

-o-- 

The Third International Congress on 
Cancer, which will meet in Atlantic City N. J., 
September 11 to 16, is to be held under the aus¬ 
pices of the International Union Against 
Cancer. 


The Third French Congress on Gyne¬ 
cology met at Lille, May 27 to 30. The chief 
topic for discussion was “Parthenology,” with 
Dr. M. F. Jayle, of Paris, leading. The con¬ 
gress was held at the same time as the Exposi¬ 
tion of Social Progress and was enlivened by a 
number of fetes, receptions, and excursions to 
nearby points of interest. 

The twenty-fourth annual meeting of the 
American Association of Industrial Physi¬ 
cians and Surgeons, in conjunction^ with the 
American Conference on Occupatibnal Dis¬ 
eases and Industrial Hygiene, was held at the 
Hotel Statler, Cleveland, June 5 to 8, inclusive. 


rHE NATIONAL ASSEMBLY OF THE UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OF SURGEONS WILL BE HELD FEBRUARY 
V AND 13 1940 AT VENICE, FLORIDA, UNDER THE DIRECTION OF INTER¬ 
NATIONAL PRESIDENT-ELECT DR. FRED H. ALBEE AND THE PRESI¬ 
DENCY OF DR. FREDERICK M. DOUGLASS. 



Anatomie et histologie de 1’appareil urinaire 
et de I’appareil genital de Thomrae. By 
A, Hovelacqtie and Jean Turchini. Price, 
260 francs- Pp. 310, with 180 illustrations. 
Paris: Gaston Doin & Cie, J93S, 

T HIS work is divided into two parts. The 
first, contributed by Professor Hovelacquc, 
is on the macroscopic anatomy and the de¬ 
velopment of the genito-urinary apparatus. To 
this is added a description of the anatomy of the 
perineum. This part of the work is very thor¬ 
ough and excellently rendered. It will prove of 
value to both medical men and surgeons. The 
volume is augmented by radiographic studies of 
the genito-urinary tract. The illustrations are 
very satisfactory. The second part of the book 
is by Professor Turchini, who has contributed the 
section on the histology of the genito-urinary 
apparatus of the male The histology and his- 
tophysiology arc described in the light of the 
most modern researches. The function of the 
interstitial cells, the so-called cells of Lcydig, is 
thoroughly discussed. Correlated subjects are not 
omitted. The photomicrography is excellent. 
This is an authoritative work of value and should 
be in the library of every surgeon, endocrinologist 
and progressive medical man. The bibliography, 
while not exhaustive, is sufficiently clear as a 
guide. (j. 


SPECIAL RATE FOR 
JOURNAL 

The Publication Committee has author¬ 
ized the INTERNATIONAL CON¬ 
VENTION YEAR subscription rate 
for the JOURNAL to be reduced (for 
this year) to $3 00. 

Subscriptions arc to be sent to 
S M. Mintzer, Business Manager, 

JOURNAL OF THE INTERNA¬ 
TIONAL COLLEGE OF 
SURGEONS 

551 Fifth Avc., New York C ity 


Cook County 
Graduate School 
of Medicine 

(In affiliation with 
Cook County Hospital) 


Incorporated not for profit 

T t t 

Post graduate courses offered 
in all branches of Medicine, 
Surgery and the specialties 
starting Monday every week. 

The teaching faculty com¬ 
prises members of the Attend¬ 
ing Staff of the Cook County 
Hospital. 


* 


For Information address 
Registrar 

427 South Honore Street, 
Chicago, Ill. 
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The assets of American Foundations now 
amount to more than $1,200,000,000, according to 
a report recently published by the Raymond Rich 
Associates of New York. Of 243 foundations 
listed, 121 reported capital assets of $945,443,637 
at the end of 1937, the latest year for which 
figures were available. For the other 122 that 
did not make public the extent of their assets, 
available information indicates that they aggre¬ 
gate about $250,000,000. Among the largest 
were: Rockefeller Foundation, $184,435,516; 

Carnegie Corporation of New York, $163,S41,376; 
General Education Board, $54,607,431 ; Common¬ 
wealth Fund, $51,S30,504; Kresge Foundation, 
$50,358,564; W. K. Kellogg Foundation, $46,- 
609,613; Carnegie Institution of Washington, 
$36,506,669, and the Carnegie Foundation for 
the Advancement of Teaching, $29,031,S4S. Cer¬ 
tain foundations reported decreasing assets, most 
of them being those that have been appropriating 
from capital for project grants as a matter of 
„ n l!rv — J.A.M.A. 


Mrs. Marguerite Kettle, M.R.C.S., as¬ 
sistant editor of the Lancet, died in London on 
May 4. She was born in a suburb of London in 
18S7, was educated in England and France, and 
went to South Africa in 1910, where she passed 
the matriculation examination of London Uni¬ 
versity by a correspondence course. She re¬ 
turned to England in 1913 and entered the Lon¬ 
don School of Medicine for Women, then trans¬ 
ferred to St. Mary’s Hospital, London. In 1918 
she married Prof. E. H. Kettle, F.R.S. Later 
she joined the staff of the Lancet, for which 
she wrote a series of articles on “Modern Tech¬ 
nique in Treatment,’’ later published in four 
volumes. She wrote the report of the Lancet 
commission of nursing, and was appointed a 
representative on the General Nursing Council. 
A professional medical writer of realistic ap¬ 
proach and idealistic views, Mrs. Kettle has 
set a high standard in medical literature. 



WEST VIRGINIA GUILD MEETING 


The West Virginia Guild of "« International 
of Surgeons held its first tneettng m 
larleston, W. Va. on June a. 

TlSVcJZS. State Regent, and Da. 

E. 1WK, ctairm ”° a ' *\l£c ,ea field by 

At m ' “/S The operative cases 

r. Can xaday and start, i £ uncheon was 

’"Vi' the C Charlesfon General Hospital for 
Members and their 


participated in by all present. The day was a 
very valuable one, not only from the educational 
angle but also for the enthusiasm of the men 
present in this type of clinic. 

It was unanimously approved that a State 
Guild meeting be held in Charleston in October, 
at which time a number of the younger surgeons 
throughout the state be invited and be given parts 
in the program. 

-Thomas L. Harris, M.D., F.I.C.S., 

Secretary of the West Virginia Guild 
of the International College of Surgeons. 







F OUR centuries ago, Pare observed that suppurative 
wounds healed quickly and cleanly when infested 
with living maggots. Since Pare’s time, however, 
although similar observations have been made by other 
observers, many obstacles have prevented the wide¬ 
spread use of this important therapy, one of the most 
insurmountable being the natural abhorrence of the 
patient for maggot therapy. 

PERMYASE (Purified Maggot Extract) affords 
the cleansing, healing principle of live maggots, minus 
the difficult and unpleasant features hitherto attending 
their use. 

Clinical experience indicates that Permyasc is a 
valuable treatment in suppurating wounds, chronic 
osteomyelitis, purulent cavities and sinuses, furuncles, 
carbuncles, infected burns, varicose ulcers and many 
similar conditions. 

Available in the form of Liquid Permyase and 
Permyasc Jelly. 

WRITE FOR GENEROUS COMPLIMENTARY 
SAMPLES OF BOTH PRODUCTS 

PERMYASE 

PURIFIED MAGGOT EXTRACT 


ANGLO-FRENCH DRUG CO. (U.S.A.) Inc., 1270 Broadway, New York, N. Y. 
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Pancreatic Secretion of Gastrectomized 
Persons 

In the patient subjected to gastrectomy the 
regain in weight is tedious and uncertain. It is 
rapid after gastrostomy. This difference, ac¬ 
cording to Santy, Mallet-Guy, Chambon and Fol- 
liet (Lyon chir. 36:11 [Jan. & Feb.] 1939), is 
due not to a diminution of the pancreatic secre¬ 
tion but rather to the method of emptying the 
secretion. A study of 12S cases of gastrectomy 
showed, among other anomalies, great variability 
in the activity of the pancreatic juices. The 
physiologic mutilation which represents removal 
of the stomach does not seem to be the direct 
and exclusive factor in emaciation. One must 
consider diverse causes: the greater or less rapid¬ 
ity of passage of food in the small intestine, 
anachlorhvdria, disturbance of circulation. It 
seems that the power to secrete secretin is pre¬ 
served but that the pancreatic parenchyma re¬ 
sponds irregularly to hormonal excitations. An 
unknown factor disturbs this stimulus. This 
factor may be due to the partial resection of the 
pneumogastric nerves. 


Enervation of the Carotid Sinus 

The carotid sinus intervenes normally in the 
ardiac rhythm and the arterial pressure. Owing 
o peculiar nervous receptive elements, it pr¬ 
esses also a refiexogenic sensibility and an endo- 
rine function as yet ill defined. Numerous tech- 
lies have been proposed for the enervation of 
he carotid sinus. Leger (L dc chr a3.1/6 
Feb] 1939) attacks the sinus at the bifurcation 
,f the carotid artery. He describes his technic 
n detail. The illustrations are clear. I his 
nervation entails no serious physiologic distu - 
,ance because of the compensation furnished by 
h? Srdio-aortic sinus. The only contraindica- 
ions are: youth, old age and arterial hyperten¬ 


sion. In eighty cases of epilepsy', fifteen cures 
and twenty-one improvements were noted. In 
the syndrome of hyperreflexia of the carotid 
sinus one notes success in 85 per cent of the cases. 

Ablation of the Aorticorenal Ganglion 

Section of the nerves of the kidneys being 
innocuous, total enervation of these organs in 
cases in which there are diverse painful symp¬ 
toms is proposed by Fontaine and Bilger (/. dc 
chir. 53:582 [March] 1939). The aorticorenal 
ganglion constitutes the most important source 
of these nerves. It seems more simple to do an 
cxeresis of this ganglion than to dissect the en¬ 
tire group of renal nerves, which are grouped 
close to the distal third of the course of the 
renal artery and surround this vessel. Fontaine 
and Bilger used this intervention in thirteen 
cases, once bilaterally. Ten were cases of pain¬ 
ful hydrinephrosis, and three were cases of hy¬ 
persensitive nephritis. The operative technic is 
described in detail. They noted no immediate 
after-effects and no late complications. In gen¬ 
eral, the patients urinated on the day of the 
operation, and diuresis rapidly returned to nor¬ 
mal. The operation is equally efficacious in 
slight hydronephrosis not amenable to ordinary 
therapeutic measures. 

Death of Antoine Beclere 

The Academy of Surgery deplores the recent 
death of Antoine Beclere, who was one of the 
first to foresee the future of the x rays not only 
as a diagnostic aid but also as a therapeutic 
measure in the treatment of tumors. For thirty 
years he taught radiologic technic at St. Antoine. 
He perfected and invented many technics. Four¬ 
teen nations celebrated the anniversary of his 
eightieth birthday. He well deserved the title 
which he bore—"the father of French radiology." 


Prof Albert Fraenkel, 
in December 1938. aged 74. 
clinician, introduced the 
strophauthin. and was an 


of Heidelberg, died 
He was noted as a 
intravenous use of 
expert on pulmonary 


tuberculosis. 


Dr. Henry K. Pancoast, x-ray specialist, of 
the University of fVrtm,y[\;uiia, died May 20. 

Dr. George M. Boyd, obstetrician, of Phila¬ 
delphia, died May 20. 
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special chapters are “Congenital Cleft Lip and 
Palate,” by Dr. H. S. Vaughan, and “Thoracic 
Surgery,” by Dr. L. R. Davidson. Urologic con¬ 
ditions are discussed by Drs. C. G. Bandler and 
A. H. Milbert Neurologic surgery is described 
in a special section by Dr. C. A. Scarff. As a 
whole, the work is well arranged, and the illus¬ 
trations are well executed. The work is warmly 
recommended as an adjunct to the general sur¬ 
geon’s library. There is ' a total absence of 
bibliographic references, which would undoubt¬ 
edly enhance the value of the work. There is 
an excellent index of general subject matter. 

0. R. 


Anus, Rectum, Sigmoid Colon: Diagnosis 
and Treatment. By Harry E. Bacon, M.D. 
With an introduction by W. V ayne Babcock 

a „d a foreword by J. 
mery. Price, $8.50. Pp. Sod, with 48/ illus¬ 
trations. Philadelphia, J. B. Lippmcot 
Company, 193S. 

T^ROCTOLOGY, as a specialty, has made 
P marked strides in the last two decades The 
L author states that his objec in "" 51 * 
text has been to place vrhhin the r«chofrii 
divisions of the medical profession ■ P 
hcnsive and readily intelligible «P 0S ^° c " t ° 0 is ° l ’ r f 
present knowlelge of the various aftoctions of 

the anus, rectum ^ effort has been 

ou» that a great deal of snnrere e ^ ^ 

put into this opus. As an ex< P ; a 

page 27. immediately attractS ; tli^ of * thc 

very instructive >ag and anus via the 

venous drainage ior or external hemor- 

superior, interna , { ^ ion {0 thc port al svs- 

rhoidal plexus m thc fi ne illustrations 

tcm ; EqU ^ Saties of the rectum. Thus 
depleting t . P anatomy and physiology arc 

, r0m K described and depicted. One is 
thoroug '. se d with the thorough bibliog- 

P T after each chapter, prima facie evidence 
rapln afte ^ , )ccn written by proxy. 

t,iat t ,C ' , f the chapters is excellent. 

The arrangement of c ! various 

enured into. Ancs- 
clmical ^ rc!at0(1 to proctology arc 

thesia and an. * - ^ jf follo%V cd by a thor- 

htcidly desert e • « ; n fl a mmatory conditions 
ough discussion Herc however, nothing 

of the parts coir c j; ne or pectenosis. 

is said about t c ^ pruritus ani and 

The chapters on fi- u . treated. The 

anorectal abscesses are exper . 


chapter on fistula is well written. Such condi¬ 
tions as proctitis and sigmoiditis, venereal disease 
of the anus and rectum and lymphopathia venere¬ 
um, as well as strictures and stenosis and rectal 
prolapse, are treated with the same thoroughness 
and excellent presentation as arc all the chapters 
comprising this fine work. The division on 
hemorrhoids, benign tumors and malignant 
growths of the lower intestine receive full con¬ 
sideration. The author’s efforts to create a one 
volume encyclopedic work on proctology has 
been crowned with success While no single 
volume can embrace all operative methods, Bacon 
has garnered from the literature of the world 
the outstanding contributions to his specialty. It 
is hoped that in the next edition Devine’s latest 
work on intestinal obstruction will receive 
proper mention. 

All in all, this reviewer highly delights in 
joining Lockhart-Mummerv in the statement that 
this work should prove of value to all proc¬ 
tologists as a work of reference. He also sub¬ 
scribes to W. W. Babcock's statement that this 
work represents a most practical book containing 
a wealth of information from which the specialist 
may refresh his memory, while the practitioner 
will find that it will clarify his difficulties. To 
the best knowledge of this reviewer, there is no 
more complete single volume on proctology than 
thc present work of Dr. Bacon. 

Thorek. 


Applied Anatomy: Functional and Topo¬ 
graphical. Bv Robert H. Miller, M.D. 
Price, $6.50. Pp. 484, with 71 illustrations. 
Philadelphia, Lea & Febiger, 1938. 

T HF. author of this volume attempted to cor¬ 
relate thc knowledge gained by observation 
in the laboratory and apply it to the "dy¬ 
namics and functions of the living body.” An 
effort has been made to “clothe the skeleton with 
living parts, put it in the erect posture and to 
set it in motion. ’ Topographic landmarks are 
pointed out, and the student is aided in develop¬ 
ing a roentgen eye. The work is a thorough 
compilation of subject matter succinctly stated 
and authoritatively presented. It will be of much 
aid not only to thc student but to all those whose 
activities demand a knowledge of anatomy. The 
volume is printed on fine stock and well illus¬ 
trated. The B. X. A. nomenclature is used. The 
general practitioner and thc student will find this 
work a welcome addition to their library. 

X. A. M. 
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Tactique operatoire des glandes endocrines. 
By G. Jeanneney and P. Foucault. Price. 65 
francs. Pp. 190, with 126 illustrations. 
Paris: Gaston Doin & Cie, 193S. 


The Medical Staff in the Hospital. By 
Thomas Ritchie Ponton, B.A., M.D. Price, 
$2.50. Pp. 288. with 6 charts. Chicago, 
Physicians Record Company, 1939. 


I N the 'last years, surgery of the endocrine sys¬ 
tem has experienced a great upswing due to 
thp excellent researches of Felix Mandl, Op- 
pel, Leriche and others. This excellent work is 
limited to surgical intervention on the endocrine 
system. The special technics required in operat¬ 
ing on these organs are fully described by the 
authors, who not only discuss technic but also 
oj ve in detail indications for operative interven¬ 
tions. The arrangement of the work is com¬ 
mendable. Preceding each chapter there is a 
review of the anatomy of the endocrine gland 
under discussion, followed by a surver ot the 
clinical manifestations of particular pathologic 
entities Succinct operative steps are outlined. 
Surgery of the thyroid, parathyroid, hypophysis 
and other endocrine glands is thoroughly de¬ 
scribed and depicted. Surgery of the adrenal 
glands and the surgical a = ts to JJ* ££ 

tension as outlined “ transplnnta- 

cluded in the work. The tissuc is als0 

tion of testicular and oiarinn g h e st 

included. The endocrine ,»««» « J 

the pancreas, spleen an - , ; d in the dis- 

vancement will find this *° r ^”pJ” n and a subject 
are a compreheiisn e biblio^r j . 

index. H 


P ONTON is no stranger to the interesting 
problems of hospital administration and to 
the literature pertaining to hospitals and 
correlated activities. He is also the author of 
“Alphabetical Nomenclature of Diseases and 
Operations.” He set out in this volume to write 
an authoritative work on the medical staff in the 
hospital, and he has admirably succeeded in his 
task. The work is divided into nine chapters. 
The first deals with the governing bod)', the 
second with the physicians and the hospital, the 
third with the selection and appointment of the 
medical staff, the fourth with organization of the 
medical staff, the fifth with by-laws of the med¬ 
ical staff, the sixth with meetings of the med¬ 
ical staff, the seventh with the medical staff and 
medical records, the eighth with professional ac¬ 
counts and the ninth with the resident medical 
staff. Thus every phase of the subject under 
discussion is embraced. Each chapter is sub¬ 
divided into numerous subheadings and arranged 
in a readable and instructive manner. The work 
includes addenda and a thorough bibliography. It 
is timely and should be in the possession of every 
hospital administrator, executive and staff mem¬ 
ber. It will prove invaluable as a guide and ref¬ 
erence book. 

M. T. 
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GENERAL INFORMATION 


T HE Journal of the Interna¬ 
tional College of Surgeons is 
published for the time being 
under the auspices of the United 
States Chapter of the International 
College of Surgeons, for the advance¬ 
ment of surgery and as a medium of 
publication for reports of research, 
clinical observations and experimen¬ 
tal work in surgery, as well as to ac¬ 
quaint members of the International 
College of Surgeons throughout the 
world of its activities. 

Ownership: The Journal of the 
International College of Surgeons is 
a nonprofit publication owned and 
published by the United States Chap¬ 
ter. 

Material: Scientific articles and 
communications on matters of surgi¬ 
cal and related interests are invited. 
These must be submitted to the Edi¬ 
torial Board, which reserves the right 
to reject any material deemed unsatis¬ 
factory. All manuscripts arc subject 
to editorial modification. 

Scientific Papers: The publication 
of scientific papers in the Journal 
is not limited to the Members and 
Fellows. Any surgeon may submit 
original contributions, which will be 
considered by the Editorial Board for 
acceptance. Thus, while the Jour¬ 
nal is the official organ of the Inter¬ 
national College of Surgeons, it is 
also an open forum for the expression 
of contemporary surgical advance¬ 
ment. thought and research. There is 
no discrimination as to those who 
may submit original papers; it is the 
scientific value of the contribution 
that determines its acceptability for 
publication. 

Article T. Section V, of the Consti¬ 
tution of the College reads: 

“It is strictly non-sectarian and 
non-political: it is decidedly against 


arbitrary restriction of merit and is 
free from prejudices, and will recog¬ 
nize the SURGEON and his accom¬ 
plishments, and will not be influenced 
by his financial, political and other 
irrelevant status.” 

Exclusive Publication: Original ar¬ 
ticles are accepted with the under¬ 
standing that they are contributed 
only to the Journal of the Interna¬ 
tional College of Surgeons. 

Manuscripts: All correspondence 
relating to the submission, accept¬ 
ance, rejection or publication of man¬ 
uscripts, as well as books and mono¬ 
graphs for review, programs and re¬ 
ports of proceedings of societies and 
general communications should be ad¬ 
dressed to the Editorial Office. S50 
West Irving Park Boulevard, Chi¬ 
cago, Ill., U. S. A. Except where spe¬ 
cial arrangements are made, return 
first-class postage must accompany 
manuscripts. Otherwise this office 
cannot be held responsible for the 
material sent. 

All manuscripts must be typed, 
double-spaced, on one side of stand¬ 
ard manuscript sheets; the left mar¬ 
gin should be 1 '/< inches in width to 
permit proper editing. Manuscripts 
should bear the address of the author. 
No manuscript will be accepted for 
publication without consideration hv 
the Editor-in-Chief and the approval 
of the Editorial Board. 

Two carbon copies should accom¬ 
pany the original paper. A summary 
must be given at the end of the ar¬ 
ticle. 

Contributions in a foreign language 
should be sent to Prof. Rudolf Nisscn. 
Divanvolu, 105, Ortakdv, Istanbul, 
T urkev. 

Anonymous contrib < ' 

and all sorts will not 
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The dependable antiseptic power of Chlorazene 
(cliloramine-T, U.S.P.) is well know. Bacteri¬ 
cidal potency, however, is only one of Chlora- 
zene’s several advantages. As a deodorant it 
effectively destroys the odors which are en¬ 
countered in various suppurating wounds. 
Chlorazene is practically nontoxic, noncaustic 
and relatively nonirritating. Its action is rapid. 

The very low cost of Chlorazene deserves 
special mention, too. A bottle of 100 Chlorazene 
Tablets makes 6K pints of a 1% Chlorazene 


solution, the -strength used for most surgical 
purposes, at’less than ten cents a pint. In tablet 
or powder form Chlorazene is found to retain its 
properties indefinitely under ordinary conditions. 
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ticularly suitable for prescribing or dispensing 
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DRAINAGE IN ACUTE APPENDICITIS 


“Disguise it as joti will, 

To right or wrong 'tis fashion guides us still." 

N O HO RE than a meager knowledge 
of the history of our art is neces¬ 
sary to convince us that this pre¬ 
cept is true of many forms of medical 
treatment as practiced from the dawn of 
time down the ages to the present day. 
The vast majority of doctors are content 
to follow blindly the fashion of the mo¬ 
ment in the treatment of disease, without 
pausing to reflect whether it is guiding 
them rightly or wrongly. When this 
fashion is based on sound fundamental 
premises, it guides them rightly, and 
they are justified in adopting it by the 
results which they obtain; when, on the 
other hand, it springs, like fashions in 
dress, merely from a desire to try some¬ 
thing new, it usually guides them 
wrongly, and much harm may be done 
before it is abandoned and the form of 
treatment displaced by it comes hack 
once more into grace. 

A fashion of the present day is to 
restrict the use of the drainage tube in 
the treatment of acute appendicitis. 
Many papers have been published, in re¬ 
cent years, in which it has been sug¬ 
gested that the use of this tube brings 
in its train dangers almost greater than 
those associated with the disease itself, 
and that, in many cases, its sole value 
is its hypnotic influence on the surgeon. 
It has been stated that the presence of a 
drainage tube increases tile incidence of 
such complications as residual abscess, 
fecal fistula and intestinal obstruction 
and that it is not necessary to employ 
drainage even in cases in which the ap¬ 


pendix is gangrenous or has perforated. 
Though it is true that the authors of 
these papers have been careful to men¬ 
tion various indications for drainage in 
this disease, the general effect of their 
work has been to give rise to a wide¬ 
spread belief that it is tantamount to a 
confession of surgical incompetence to 
drain the abdomen after the removal of 
an acutely inflamed appendix. 

A recent review of one thousand cases 
of acute appendicitis treated at the 
Royal Melbourne Hospital showed that, 
though the dictum, “when in doubt, 
drain” was generally adopted, a tube 
having been used in 3S.4 per cent of the 
total number of cases, this policy was 
temporarily abandoned after the pub¬ 
lication of one of the papers opposing 
this practice. The results were immedi¬ 
ate and catastrophic in that there en¬ 
sued residual abscess in two cases, 
peritonitis with ileus in one and pyle¬ 
phlebitis in one. Three of these four 
patients died and. though it is possible 
that the results would not have been im¬ 
proved by the use of a drainage tube, 
there is no doubt that the surgeons re¬ 
sponsible would have been happier bad 
they enjoyed the "hypnotic influence" of 
its presence. This review also showed 
that the incidence, after drainage, of 
fecal fistula was 1.3 per cent, that of 
residual abscess 1.5 per cent and that of 
intestinal obstruction 0.5 per cent. Ill 
two u ’ ' ' ''■■■■'- -- 
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5 Essentials 

IN SPINAL 


ANESTHESIA 

Your patient’s safety and the success of your opera¬ 
tion require these 5 essentials in the drug used for 
spinal anesthesia: 

1. Maximum Safety. Labat used NEO- 
caine for 17 years without a single 
death. 

2. Lowest Toxicity. Intraspinous injec¬ 
tions of NEOcaine in frogs prove it to 
be the drug of lowest toxicity. 

3. Complete Relaxation. NEOcaine pro- 
' vides perfect anesthesia with complete 

muscular relaxation, thus creating an 
ideal operative field which allows the 
surgeon greater freedom of manipula¬ 
tion. 

4. Simple Technique. The use of NEO¬ 
caine offers the simplest of all methods 
of Spinal Anesthesia. 

5. Quick Recovery. Postoperative shock, 
headache and nausea are reduced to 
the minimum when NEOcaine is used. 

Three quick steps complete Spinal Anesthesia with 
NEOcaine. First, lumbar puncture is performed. 

Second, the spinal fluid drops directly into the ampoule, 
dissolving the pure crystals. Third, this solution is in¬ 
jected slowly and the patient placed in the Trendelen¬ 
burg position for three hours. 

NEOcaine is supplied in boxes containing 10 am¬ 
poules of 0.05, 0.08, 0.10, 0.12, 0.15, 0.20 and 0.30 Gm. 

NEOcaine 

SAFEST FOR SPINAL ANESTHESIA 

ANGLO-FRENCH DRUG CO. (U. S. A.) Inc. 
75 Varick St v New York, N. Y, 















EDITORIALS 


could do better than the A. M. A., it 
seems the part of wisdom to be grateful 
for what Fishbein and the A. M. A. 
actually have accomplished in the many 
problems confronting the future of medi¬ 
cine. It is hardly conceivable that any 
governmental agency could have done 
more. A multiplicity of evils is not elim¬ 
inated by a miraculous fiat. Steady, ever 
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expanding effort is necessary. The co¬ 
operative loyalty of the profession is of 
paramount importance. For our part 
we wish that men like Fishbein could 
he parthenogcnetically multiplied; the 
profession could use a few thousand of 
them to good advantage. 

ViXCTVT A. l.Af'F.N'T 


INQUIRIES ABOUT PAPERS, ETC., SHOULD BE ADDRESSED TO DR 
CHARLES H. ARNOLD, SECRETARY OF THE SCIENTIFIC ASSEMBLY, 908 
TERMINAL BUILDING, LINCOLN, NEBRASKA. 


THE NATIONAL ASSEMBLY OF THE UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OF SURGEONS WILL BE HELD FEBRUARY 
11 TO 14, 1940, AT VENICE FLORIDA, UNDER THE DIRECTION OF INTER¬ 
NATIONAL PRESIDENT-ELECT DR. FRED H. ALBEE AND THE PRESI¬ 
DENCY OF DR. FREDERICK M. DOUGLASS. 


APPLICATIONS FOR ASSOCIATE MEMBERSHIP. MEMBERSHIP AND FEL¬ 
LOWSHIP IN THE INTERNATIONAL COLLEGE OF SURGEONS MAY BE 
ADDRESSED TO DR, CHARLES H ARNOLD. 908 TERMINAL BUILDING. 
LINCOLN, NEBRASKA. THESE WILL BE ACTED UPON IN THE REGULAR 
ROUTINE AS OUTLINED IN THE BY-LAWS APPLICATIONS FOR CON¬ 
SIDERATION MUST BE RECEIVED NOT LATER THAN A MONTH PRECED¬ 
ING THE REGULARLY STATED ASSEMBLY MEETING. 




. . . The deep, dense shadows obtained in urograms made with 
the aid of NEO-IOPAX tell a definite story. Because these clear, 
highly contrasting urograms bring out, in hold relief, all of the 
minute details of the kidney, ureter, and bladder, they are inval¬ 
uable in corroborating previous evidence and in helping to solve 
questions in urological diagnosis. 


NEO-IOPAX 

Trade Mark Reg. U. S. Pat. Off. 

Disodium N-Metliyl-3:5:diiodo-4.pyridoxyl-2:6.dicarboxylate 



Copyright 

1039, 

Sobering 

Corporation 


NEO-IOPAX may he obtained through the usual sources of 
supply. The 20 cc. ampules are available in boxes of 1, clinical 
packages of 5, and hospital packages of 20. The 10 cc. ampules, 
for children, are supplied in boxes of 5 and 20. 

COUNCIL-ACCEPTED FOR INTRAVENOUS UROGRAPHY 

SCHERING CORPORATION 

BLOOMFIELD NEW JERSEY 
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SURGERY OF CAROTID BODY TUMORS* 

R. W. McNEALY, M.D., F.A.C.S., F.I.C.S. 

AND 

r! f. hedin, m.d. 


C AROTID body tumors, long con¬ 
sidered rare, have been reported 
in the literature with increasing 
frequency during the past few years. 
Many cases of these tumors undoubtedly 
have not been recorded but Sonck’ in 
1937 was able to collect 236 cases of 
carotid body tumors. 

The first anatomic description of the 
carotid body was by Von Haller in 1743. 
He termed it the "ganglion minutum.” 
Subsequently. Newbauer in 1786, An- 
dersch in 1797 and Luschka in 1862 
made contributions to our knowledge of 
this gland. 

ANATOMY 

The normal carotid body is approxi¬ 
mately the size of a millet of wheat and 
is located at, or near, the bifurcation of 
the common carotid artery. Its exact 
location with reference to the crotch of 
the carotid is extremely variable. It may 
he absent on either or both sides. The 
gland generally increases in size up to 
the age of 30 years after which it re¬ 
mains stationary' and the glandular 
structure is replaced bv connective tissue 
elements. A fibrous band called the liga¬ 
ment of Mayer holds the carotid body 
to its saddle-shaped bed and through 
this attachment it receives its blood sup¬ 
ply. There is a definite fibrous capsule 
surrounding the gland which is continu¬ 
ous with its ligamentous attachment. 
Microscopically the carotid body is di¬ 
vided into lobules by fibrous septa. This 
fibrous network is composed of tncdul- 
lated and nomnedullatcd nerve fibers 


which encircle groups of large poly¬ 
hedral cells. These cells which comprise 
the lobules vary in size and have no 
regular arrangement. Cells which have 
affinity for the salts of chromium have 
been found scattered throughout the 
gland. The gland is exceedingly vascu¬ 
lar and large sinusoids are present 
within it. 

EMBRYOLOGY 

The many varieties of cellular ele¬ 
ments found in the carotid body have 
caused dispute as to its origin. As one 
or the other of its elements has been 
emphasized by different investigators, 
so have been formulated the various 
theories concerning its origin. Three 
principal genetic elements are sug¬ 
gested: epithelial, vascular and nervous. 
The opinion that the pharyngeal epithe¬ 
lium might serve as a precursor is usu¬ 
ally discredited. The latter two theories 
arc supported by the fact that the de¬ 
velopment of the carotid body is inti¬ 
mately bound with the differentiation of 
the third aortic arch of the embryo 
which is the milage of the internal 
carotid artery. 1 The carotid artery is 
supplied by a very characteristic branch 
of tile glossopharyngeal nerve which is 
einbrvologicallv and comparatively the 
nerve of the third arch [tranches of 
tile vagus and bvpoglossal nerves and 
the cervical sunpatliviit ganglia also 
are present m the carotid body which 
are thought by many to be brought to 
this region by growib change- during 
tile development of the third aortic arch. 
Tile presence of nerve cells wltkh are 
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The Dawn of a New Day 


The acceptance of Prostigmin preparations by the Council on Pharmacy and Chemistry 
has stimulated widespread interest in the use of Prostigmin Methylsulfate 1:4000 as a 
routine measure for the prevention of postoperative distention. Thus, for many a surgical 
patient, the postoperative course has been free from distention and even minor gas-pains. 

Conclusion from a study of 175 ctises: "We have found in Prostigmin a very satisfactory method 
of controlling postoperative distention. No signs of drug intoxication were seen, nor were by- 
effects on the eye observed. There was no obvious evidence of hyperperistalsis and no complaints 
of excessive cramps." Harger and Wilkey, "Management of Postoperative Distention and Ileus," 
J. A. M. A., 1938, 110:1165-1168. * * ‘PROSTIGMIN METHYLSULFATE 1:4000 (Prostigmin Pro¬ 

phylactic) 1 cc, boxes of 12 and 100 ampuls, blue label. For the prevention of postoperative 
distention. *■ * *■ PROSTIGMIN METHYLSULFATE 1:2000 (Prostigmin Regular) 1 cc, boxes of 12 
and 50 ampuls, buff label. For the treatment of postoperative distention and of myasthenia 
gravis. / * / tPROSTIGMIN BROMIDE (Prostigmin Oral) Tablets, 15 mg., vials of 20. For the 
oral treatment of myasthenia gravis. HOFFMANN-LA ROCHE, Inc. • Roche Park • Nutley, N. J. 

* Dimrtbjharlamic ester tf J- bedrtxjthenjl-trimethyUammtnium methrlsulfate 
\j)imetbjlcarlamic ester tf 3-hjdrtxjfhenjl‘trimethj!’ammtnium brtmide 
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in the growth process, but distant 
metastascs are rare. Following exci¬ 
sion, local recurrences have been re¬ 
ported. Bilateral tumors are exceed¬ 
ingly rare. 11 

The distribution of carotid tumors is 
approximately equal between males and 
females. The youngest case reported 
was seven years of age and the oldest 73. 
Most cases which are reported occur in 
the third or fourth decades of life. 
These tumors have been found in both 
white and colored races. Familial ten¬ 
dencies have been recorded only once in 
the literature. Chase 1 reported operat¬ 
ing on two sisters, each having a carotid 
body tumor. 

DISCUSSION OF PATHOLOGY 

In this series of four carotid body 
tumors the same elements are present, 
only in widely varying proportions. 
Some variation of arrangement is 
probably a factor of the state of hyper¬ 
plasia. In three of the tumors the com¬ 
mon arrangement of the large poly¬ 
hedral cells is that of small alveolar 
units, and most of these units arc sur¬ 
rounded or bordered by narrow, thin- 
walled blood vessels or capillaries which 
broaden out at intervals to form si¬ 
nusoidal blood spaces. In many places 
there is no demonstrable support for the 
widely separated endothelial cells of the 
capillaries, but in more typical areas a 
delicate connective tissue stroma can be 
seen between the endothelium and the 
alveolar structures. Occasionally this 
stroma is accentuated, apparently in re¬ 
sponse to inflammatory changes. 

In tumors showing the least degenera¬ 
tion, hyaline masses are not numerous 
and are widely separated. The Bodian 
and Davenport silver stains failed to 
demonstrate more than an occasional 
nerve fiber in any of the tumors. Weil" 
states that this absence of nerve fibers 
is real and that m Masson's" " early 
observations, without the advantage of 
silver stains, hyaline strands were inter¬ 
preted as nerve fibers. Failure of prompt 


fixation in Zenker's or Orth's fluid 
probably accounts for our failure to 
demonstrate definite chromaffin granules 
in the polyhedral cells. Where granules 
were observed in one case thev were 
present with vacuolated cytoplasm and 
appeared to be a part of a parenchyma¬ 
tous degeneration of the cells. All other 
elements and variations in the propor¬ 
tion of the above mentioned elements can 
be accounted for by the degree of degen¬ 
eration found in these tumors. The 
granular and vacuolated cytoplasm has 
already been mentioned as a parenchy¬ 
matous degeneration. Some of the poly¬ 
hedral cells are greatly swollen in the 
early stages of degeneration and appear 
as very large mononuclear or binu- 
cleated cells which may be called giant 
cells. The eventual and common 
changes in the polyhedral cells resulting 
from degeneration are shrinkage and 
condensation of both cytoplasm and 
nucleus. The nuclei are deeply stained 
with hematoxylin, irregular and p\- 
kuotic, and there may be a combination 
of the nuclei in a pool of condensed or 
syncytial cytoplasm to form degenerated 
giant cells. The nuclei in most cases 
remain discreet and become progress¬ 
ively smaller and as they fade away the 
remaining syncytial cytoplasm becomes 
a part of the hyaline masses. In this 
connection it is interesting to note that 
where there is the most degeneration 
there is the most hyaline material in 
practically direct proportion. Some 
writers have ventured to state that 
hyaline material is most abundant about 
the blond vessels. It is true that most 
of the larger blood vessels are sur¬ 
rounded by hyaline material, but it is 
also true that most of the hyaline ma¬ 
terial hears no direct relation to the 
blood vessels. Only endothelial and 
connective tissue elements remain in the 
hyaline masses to bear witness of tile 
former structure. 


In portions of some of the tumors 
there is rather extensive l'*i>mrri'" ^ 
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the site of the tumor. Syncope,' 11 
hoarseness and dysphagia may be 
caused by.pressure of the tumor on ad¬ 
jacent structures. 

TREATMENT 

The treatment of choice in this type 
of tumor is surgical removal. However, 



Fir. 1 Incision and exposure of carotid body 
tumor. 

this should be done only when operation 
does not endanger the patient’s life. 
The feasibility of removal of carotid 
body tumors depends on the relation and 
adherence of the tumor to the carotid 
vessels, 55 namely, the common, internal 
and external. The mortality following 
ligation of the common or internal 
carotid arteries, combining all age 
groups, carries a mortality of above 30 
per cent. 11 I.eFort 55 has placed the per¬ 
centage of cases in which the brain is 
affected following ligation of the com¬ 
mon carotid at 54.3. Freeman states, 
however, that cerebral manifestations 
occur in only 20 to 25 per cent. The dis¬ 
crepancy in statistics is probably to be 
explained on the basis of variation in 
age group-. Ligation of tlic external 
carotid artery can usually be accom¬ 


plished without danger. With these 
criteria in mind it seems best to remove 
only those tumors which can be dis¬ 
sected out without the necessity of 
ligating the common or internal carotid 
arteries.” Unfortunately, the necessity 
for ligation of cither of these arteries 
cannot always be foreseen and often 



Fig. 2 A, ligation of individual \cssels going 
to the camtid tumor ft. external carotid retracted 
and internal carotid brought into view. C . «*uturc 
of crotch is commonly accessary because of firm 
attachment at this location 


such a procedure is carried out as the 
only means of controlling hemorrhage. 
It it is determined at the onset of the 
dissection that the tumor cannot he re¬ 
moved without sacrificing either of these 
arteries, the procedure should he dis¬ 
continued and the tumor treated con¬ 
servatively. 

Bevan and McCarthy” reported a 
case as cured by the use of x-ray 
therapy. As vet this form of treatment 
has not been tried sufficiently for an 
opinion to lx? formed as to,its value. 
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this method can he employed without 
fear that its disadvantages will out¬ 
weigh the undoubted advantages which 
accrue from its use. 

It is probable that some of the com¬ 
plications attributed to the presence of a 
tube are due to improper use of this 
device. The practice of progressive 
shortening of the original tube may be 
followed by the development of a resi¬ 
dual abscess in the lower part of the 
tract from which the tube has been with¬ 
drawn by the shortening process. This 
can he obviated, and the effect of lateral 
pressure exerted by the tube on sur¬ 
rounding structures overcome, by 
adopting the procedure of replacing the 
tube, after forty-eight hours, by another 
tube, of equal length but half the di¬ 
ameter. This tube is replaced, after a 
similar time, by a third, which is about 
the diameter of bicycle valve tubing, and 
is finally withdrawn when the condition 
of the patient warrants it. 

Though, as C. Jeff Miller wrote, the 
mortality from acute appendicitis re¬ 
mains ‘*a menace to the public, a dis- 

STATE IDOLATRY 

FRF and there in Medical Journals 
as well as in the lay press, we have 
had occasion to read favorable 
and unfavorable comments on the activi¬ 
ties of the American Medical Associa¬ 
tion. Of the out and out opponents, the 
rhvsician. who has tollowed all the 
activities of the Association in the fields 
of medical education, legislation and 
public health and observed the constant 
stimuli!" given hv its publication and 
meeting* to the advancement of medical 
knowledge, can well disregard the ad¬ 
verse opinions, which are either inspired 
by socialistic attempts to debase medical 
practice or In the forlorn hope of the 
yua-i-medical -ect-' to achieve parity 
with scientific medicine In bringing it 
down to their level of culture. Also we 


grace to the profession and a challenge 
to those of us who practice the science 
and art of surgery," it does not appear 
that this state oi affairs will be remedied 
by impugning the drainage tube. It is 
to be hoped, therefore, that the present 
fashion of nondrainage will soon be out¬ 
moded and that an improvement in the 
mortality figures of this disease will be 
achieved, not by the dangerous policy of 
abandoning proved methods of treat¬ 
ment, but by a more widespread educa¬ 
tion of the public that delay is danger¬ 
ous, and by advising early exploratory 
operation in doubtful cases. Finally, it 
would help very much in this direction 
if the operative treatment of acute ap¬ 
pendicitis, which is frequently difficult, 
ceased to be the function of almost every 
member of our profession and was re¬ 
stricted, whenever possible, to those men 
who have proved themselves competent 
to undertake surgical work. 

Sir A lax Newton, M.S. (Meld.), 
F.R.C.S. (Eng.), F.R.A.C.S., 
F.A.C.S., 

I\ 1 elbourue, Australia. 

AND THE A. M. A. 

should not underestimate the great con¬ 
tribution to therapeutic progress which 
can be traced to the work of the Council 
of chemistry and pharmacy. 

The observation,which is amusing and 
distressing at the same time, is, that 
some medical editors, while rejoicing in 
the results achieved, seem to be reluctant 
to have to acknowledge their debt to the 
Association and to Dr. Fishbein. Here 
and there there are those who believe 
that many of the functions of the Asso¬ 
ciation should be taken over by the State. 

It is very difficult to see how the State 
could have surpassed the achievements 
of the Association, particularly in the 
last quarter century. 

Without entering for a moment into 
the speculation as to whether the state 
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AN APPEAL 

O UR regent for China, Dr. J. C. McCracken, apprises us that the war in 
China for the last two years has created a great deal of distress and 
suffering. All universities but one have been uprooted and moved a 
thousand miles west, or are carrying on partial programs in temporary quar¬ 
ters in Shanghai. Despite this, students are clamoring to be admitted to the 
university. Heretofore not more than 20 students have been admitted each 
vear to the freshman class, but this year the faculty has made a special ruling 
that 30 may be admitted provided the necessary equipment and personnel 
can be provided. 

To carry out this program, more microscopes and equipment are needed. 
Dr. McCracken appeals for a helping hand. 

At a meeting of the Council of the United States Chapter of the Inter¬ 
national College of Surgeons, $140, the price of one microscope, were con¬ 
tributed by the members of the Council and sent to Dr. McCracken. Anyone 
who has a microscope not being used or who wishes to aid in this fine work 
may send his gift to Dr. John Wood, 281 Fourth Avenue, New York City, 
or to Dr. Alexander Peacock, Stimson Building, Seattle, Washington, who 
will forward it to Dr. McCracken. Checks should be sent directly to Dr. J. C. 
McCracken, Dean of the Pennsylvania Medical School, St. John’s University, 
Shanghai, China. 

Dr. McCracken concludes his appeal by stating: “The crying need in 
China today is for more and better trained doctors, and no matter what 
happens, the need will still be great five years hence, when the class entering 
this fall graduates. Many of our Alumni are now back of the lines doing 
everything possible to help care for the sick and wounded, who are giving 
their lives in this terrible struggle for freedom. More are going this week, 
one of whom is our resident surgeon in St. Luke’s No. 2, making three sur¬ 
geons we have sent from our hospital. The Surgeon General of the Chinese 
Army is one of our graduates, as is also the head of the National Health 
Administration. Let us give to help train men and women to save lives, 
rather than be responsible for the bullets and bombs that destroy.” 

This is a worthy cause and merits the support of the members of the 
International College of Surgeons. 


INTERNATIONAL OFFICERS 


President. Dr. Andre Crotti. Columbus, Ohio. 

President-Elect. Dr. Fred H. Albee. New York 
C:t_\. 

Ftcc-Presidcnts. Prof. Dr. Rudolf Xissen, 
Istanbul. Turkcj ; Prof. Dr. A. Mario Dogliotti, 


Catania. Italy; Prof. Dr. Alexander Stanischeff, 
Sofia, Bulgaria. 

Treasurer, Dr. William Seaman Bainbridge, 
New York City. 

Acting International Secretary, Dr. Max 
Thorek, Chicago. 
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RfiSUMfi 

Chintrgic des tumeurs du corf's carotidc 

Les tumeurs du corps carotidc quoique 
rnres sont rapport 6cs assez souvent. 
L'anatomie, la physiologic, I’cmbry- 
ologie ct la smyptomatologie sont dis- 
cutccs bricvenicnt. Les critcriums dc la 
ligature des a r teres carol ides sont 
precises. 

Trois cas sont rapportes. Dans deux 
des cas, la condition etat bilateralc. 
Dans un des cas dc tumeurs bilnteralcs 
du corps carotidc, la presence d’tme 
tendance familial? est suggeree. La 
mortahte dans les trois cas fut dc trente- 
trois et un tiers [tour cent. 


ZUSAMMENFASSUNG 

Chirurgischc Bchandlung dcr Tumoren 
dor Car of is Dr use 

Tumoren der Carotis Driise sind zwar 
selten, doch wird iiber ihr Vorkomnicn 
jetzt immer haufiger berichtct. Ana¬ 
tomic, Physiologic, Entwickelungsgc- 
schichte und Svmptomatologie werden 
kurz abgehandelt und die Richtlinicn 
fiir Unterbindung einer der beiden 
Carotiden bcschrieben. 

Bericht iiber 3 Fade von Carotisdrii- 
sen Tumoren. In 2 Fallen war das 
Leiden doppelseitig. In einem von den 
doppelseitigen Fallen wird eine familiar? 
Anlage angenommen. Stcrblicbkeit in 
den 3 Fallen war 33 1/3/L 


SUMARIO 

Cintgia dc los Tumorcs dc la Candida 

Los tumorcs de la carotida, aumjue 
raros, se ban cstado reportaudo con mas 
frecucncia. La anatomia, fisiologia, 
embriologia, y sintomatologia son breve* 
mentc discutidas, y el criterio con ru- 
specto a la ligndura de la carotida est a 
subrallado. 

Trcs casos de tumorcs de la carotida 
son reporlados. Fn dos casos la con¬ 
dition era bilateral. Kn uno de Ins casos 
de tumor bilateral de la carotida la 
tendcncia familiar es indicada. La 
mortalidnd en los tres casos iuc de 33.3 
por ciento, 


RIASSUNTO 

Chintrgia da turnon da carpi carotida 

I tumori dci corpi carotidc!, henche 
rari, sono riportati con mnggiorc fre- 
quenza. Lanatomia. Ilstolugia, emhri- 
ologia. sintomatologia sono brcvcnientc 
discusse. come pure !e modalka della 
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stained by potassium salts demonstrat¬ 
ing chromaffin bodies have caused many 
investigators* to believe that the carotid 
bodv originates from nerve tissue and 
belongs to the paraganglionic system. 
Because of the variety of cellular ele¬ 
ments, Smith" believes “that we are 
dealing, not with a simple organ, for 
example, one derived from a single out- 
pushing or down-pocketing of an epithe¬ 
lial tube, but a complex one, the com¬ 
ponents of which have been brought to¬ 
gether by processes dependent on the 
developmental history of the region.” 

PHYSIOLOGY 

As yet no function has been attributed 
to the carotid body. It is known that 
the removal of one carotid body does 
not stimulate the growth' of its fellow. 
It is also true that individuals have been 
unaffected by removal of both carotid 
bodies. 0 Moulon found that an extract 
made from the carotid bodies of horses 
caused a rise in blood pressure when 
injected into rabbits. Yassale claimed 
that when the carotid body was removed 
in cats, glycosuria developed. Fischu* 
found that when the carotid bodies were 
removed from cats, a condition not un¬ 
like osteomalacia developed. DeCastro 
removed the carotid bodies at autopsy 
and was unable to find adrenalin, despite 
the chromaffin-like material present. 
Chase’ states, "It may be that the ma¬ 
terial which gives the chrome reaction 
in the carotid bodies is either an ad¬ 
renalin-building substance, or a sub¬ 
stance closely related to adrenalin which 
doe-' not give its specific histochemical 
reactions.” 

PATHOLOGY 

Various terms have been used to 
describe these tumors such as “peri¬ 
thelioma.” “paraganglioma.” “neuro- 
hlasu.ma.” and "sarcoma.” depending 
<>n the pre-erice >>t the predominate tis¬ 
sue elen.rw V the present time most 
authors preter a- c,.’.' 'u-e growths 
"carotid li<»d\ tumors." 


Tumors of the carotid body varv in 
size. Often they are approximately the 
size of a small potato and have been 
called “submaxillary potato tumors.” 5 
O'Shaughnessy 9 reported the removal of 
a carotid body tumor which was the size 
of a large grapefruit from a Sudanese. 
When seen at operation, these tumors 
appear globular and have a thin capsule. 
They are of rather firm consistency, but 
their most striking feature is their ex¬ 
treme vasculariy. On section they are 
grayish red or slightly brownish tan 
(from chromaffin substance in specific 
cells). Markings show vessels, plexi- 
form cell masses, concentric structures 
and hyaline areas. Microscopically, the 
tumor presents somewhat the appear¬ 
ance of an alveolar perithelioma. 10 The 
cells are polyhedral, granular, and may 
contain chromaffin substance. They 
are arranged in compact groups, with¬ 
out lumens, and are surrounded by nu¬ 
merous capillaries, which manifest 
hyperplastic endothelial linings. Many 
larger cell groups have been observed, 
the central portions of which are prone 
to degenerate and form cavities in which 
blood may be found. Definite capillaries 
may also traverse the cell groups. 
Hyaline degeneration of cells gives rise 
to intracellular globules, and affecting 
the stroma this process produces peculi¬ 
ar knobs, which project into the capillar¬ 
ies. The numerous vessels may produce 
a cavernous tissue or they may be much 
reduced into a bard tumor. They are 
lined by prominent endothelial cells 
which sometimes grow out into the ves¬ 
sels into symmetrical buds, or mingle 
with the chief cells of the tumor, pro¬ 
ducing complex pictures. The stroma 
mav he scanty or acellular, hyaline, or 
infiltrated with tumor cells. 

Bevan and McCarthy, 11 in their ex¬ 
cellent report in 1929. found the inci¬ 
dence of malignancy to he 17 per cent in 
134 cases. Rankin and Wellbrock, 12 in 
reporting 12 cases, found 6 to he malig¬ 
nant. Regional nodes are often involved 



G 


•■^to RBNal 

SYNDR OME 

El ' g E\£ st 


in T los P'l:il V ■ of the \/, 

attention feo- ^3S br ol ,ir k ( %, 

0,11 co ‘>ipI ex , ? ur S''caI u„rb U to t!, e 
are more or ' "WcJi nio J rf a s . v «ip- 
re "a' sv ntIr L CSS ftmilhr " s “ , ®Wn s 
caused bv ,7 e - h is t,,e '"-‘pato- 
c,, aracten>ej S0 , r P t i°n of* r ‘"^:nu m 

fe»jS*«ieS 5 « 


- ... «.o. 

J| coicine »• 

A s f°CK an( , , . '"' VT ' 1E ''- “ f ^toni rea | 

,5"®* Wospof the ,A/ ( . 


®"'aJ k-rn,J ,i a,fc a/osi, J hv Wtient 


.-m/dT,V’''' 

r^Vr 4 ***** 

••mfn,*«««/ ^ 

M "KVr> - r J'"' "ere ‘'tonei.-„ ls 

Vue/r,j,„..V , "c *>f.ser ler ' a '"' Fies- 

l,, !"»l ton,,," **• ,J »f to ">e 

""h a >cc ''itte ./'Iio,, ,| k , 

'“'finfins*',,' I' 1 '-' ‘fi'hi-ed 

'.'•■uioev tlr,, .'"‘"ff in ore , r Cl '"”fir 

, '"'^C^' , 'cre. )i ; / .fc suh- 

ivr *»r;c:: 


^ m CT. ^ “ ‘ 

11 Cfrj of on 

: " , rtv,;;Gh' ,,,OC, c' , a/ 

,0r '" a/ 'units. C " ,n the I,,.. ,',' 

■ '"other ""hill 

fwiiia. v c.ises , s „ ' "Us,,,,,, 

,0 "'X' h, of '.'7'oc/i/o. 

"io~e u : i C "V''"'ons ; ra, "a 7 

.:sE.*'isei£ 



2SS 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


outside of the capillary walls which has 
apparently taken place by diapedesis. 
Abundance of blood pigment is present 
in the same location in portions of the 
tumors and is evidence of injury to the 
capillary walls rather than a part of a 
physiological process. Hyperplasia of 
endothelium has not been observed in 
any of the tumors, although there was 
a definite increase of connective tissue 
stroma in one of the tumors which con¬ 
tained inflammatory infiltration. This 
increase in connective tissue was not ob¬ 
served in the other cases where degen¬ 
eration appeared to be not the result of 
inflammation. The hyaline knobs de¬ 
scribed by Kaufman were observed in 
only a limited portion of one tumor, and 
even in this area there was no more than 
an incidental relation to the capillaries. 

It is probably more important and ac¬ 
curate to interpret the varied histo¬ 
logical pictures in terms of pathological 
changes than to attempt to affix an 
important physiological function to 
such a complex histological structure. 
If these are true tumors, a complex or¬ 
derly histological structure could not be 
expected, and on the other hand, if their 
physiological function were so impor¬ 
tant. it would be reasonable to expect 
the tumor to be more common, perhaps 
paralleling changes in other glands 
known to be actively functional. Prac¬ 
tically nothing has been advanced as 
proof of the physiological importance of 
these tumors, although glaring conclu¬ 
sions are based on the histological 
structure. The term chromaffin tumor 
and paraganglion tumor are both de¬ 
scriptive of histological structure and 
suggestive of physiological function but 
leave us suspended in mid air as to any 
fundamental truth. Ton much has been 
a-Mimed on the basis of histological 
■dmilariiie* without proper chemical and 
] >h\ "i< •!< 'gical c* >ntirmaiion. 

It we ;i"unie a pin T'ingical function 
of these tumor-. then enlargement of the 
camtid gland could be interpreted as an 


increased demand on the part of the 
body for its product. This would make 
easily explainable the varied histological 
pictures in degeneration or involution of 
the gland when this demand tv as les¬ 
sened. In this light such terms of desig¬ 
nation as perithelioma of the carotid 
gland, which is a name of a true tumor, 
would be misleading. 

DIAGNOSIS 

The diagonsis of this tumor is seldom 
made pre-operatively . 37 Lipoma, tuber¬ 
culous adenitis, branchial cyst and 
aneurvsins 5S are conditions to be con¬ 
sidered in the differential diagnosis. 
The location of carotid body tumors is 
usually at the level of the bifurcation of 
the common carotid artery opposite the 
level of the thyroid cartilage. Occa¬ 
sionally, they are some distance removed 
from the usual site, as in the case re¬ 
ported by Sheehan and Robiner 39 in 
which the tumor was located in the 
parotid region and attached by a long 
pedicle to the bifurcation of the common 
cartoid. The growth is usually ovoid 
or potato-shaped and is partially cov¬ 
ered by the sternocleidomastoid muscle. 
Movement can be elicited from side to 
side but the tumor cannot be moved up 
and down due to its attachment to the 
large vessels. The overlying skin is not 
adherent, and when the tumor is mod¬ 
erately large a nonexpansile pulsation 
is felt. Because of the vascularity a 
bruit can often be heard over the region. 
Bulging into the pharynx has been noted 
in the larger tumors. Laboratory tests 
as well as roentgenograms are of no 
direct aid in making a pre-operative 
diagnosis . 20 

All carotid body tumors are char¬ 
acterized by a slow rate of growth. The 
patient notices a swelling which is pain¬ 
less. Over a period of months or years 
there is an increase in size. Relief is 
often sought only for cosmetic reasons. 
At times pain is experienced on move¬ 
ment of the neck or in lifting heavy ob¬ 
jects. Fatigue brings on a dull pain at 



Ca J. H. , 

<} ™ > 19 Js a '°‘ Kc " a ' Syn<ln!‘ !n ’S- H ■ T , 
c4„^. C G. : xj , e . A " n S « e . , C o4°; 

ur? - 79:S5 - 

r 

,3. o”? a '« ’ J= c,i a 

,, ndicc 

JL&r *.« a, ■ dc b “' «-ssr 

rfe \ri cpt, dcs du “ u,r Jsto]- 
0 " ,P *-- A " d - 


ti&Sfr^zr *w 

- e ” von H * ri ^ reg-emw 1 ' V 0 ' 1 der 
ent steht if nstoff aus? , Sende Men. 

<“«* ^' ,0 ^ y 1 '?' * 

''°'! s />n-i/ [ ,„„ , ' ffe ’’or open,; r,, » t ‘">£r 

s ®'Ct; 


r Rfi SG Ml5 

Cc syndronje^ ^ / ’ at,co, '< ! "a/ 
Wtei,” °^ 2 »s afcdo,ni^ r es a P r « ies 

P^Sie'X " «"ttn 
S " h ^»L " e ^ruitlT - 6 par fa 

P°'ypWides , A , ’ cs dans ^ s T' Ve <fa 

est 'ncapah/,, P ans cet '! ,, f>—t/es 
stances toxim,l e tn ' ,s tori„e r ° n le fo ’c 
mc J}Pabl e d'J v " free 0u f Ces s «k- 

*“««anre „^ m, .'" er Jure*' e rei ” «t 
°? eWte ce s ,-?, , bypoch <orc,J P q,mnt ‘tc 

"SSST«SZ£ST^ 

,rcs ,0 Pcrai/nn. 


Cl,al fa aVcuh?'' as ' «>teer ff et''°, S °' r ^ 

exc csiVa cant;,? 0 ! 1 fft'iera; c 0 n, C -' A W1 d 

2 iSS|«.l t 

- e °fafane o r a *«“c. / ' fa Tories. 

' n operac/, 3 ,,. 


' , r~“rr su “ 

stand. cr l" ;ll,s ser s , £f')[ P i?" te "k°m- 

^<>er*Z\ »“^c,S‘S C,,w *«- 

5 ,,M a ,'f/en , v ‘" n, 'freu is s f r, >^en 
;'«.scher S, 

"’fa*"' vine.* & r * i >n 

u,cs ‘far t,.,/'rc;; 


XtASSUNTO 
-" s i»dro,„r ’ a ■ 
r /-•> smc/ roil ‘ A "'' ro 'v/m/c 

fa'nzj'oii.. P P'-Phdo .' • ,lt s °s(an/e 

S£’" 

"°'J jnio ,.i: le '" urea o ■ ''"“'I- 
H'Kcienw l" ,,:,r e Urea "■' *' r «ie 
fa ,c <-'rc/ie f u ,!'- OC,or v"iia s n „ fJ1,n,1 "''a 

• so '»niniis(n " ""'a// preoiK 1 avvi ene. 

Oratorio ^ ’» chr^F?'^ c 

drome ’ PUo PrcvemVe ’ ,0,, ° ''"‘to 
< P ,cs, a Sin. 



290 


JOURNAL OF THU INTERNATIONAL COLLEGE OF SURGEONS 


REPORTS OF CASES 

Case 1. Mrs. O. C. white, age 42, entered 
Wesley Memorial Hospital November IS, 
1937, complaining of swelling on both sides 
of her neck. She first noticed the swellings, 
which were associated with a sore throat, 
14 years previously. Following this acute 
infection, the swellings remained about the 
size of a plum on each side of the angle of 
the mandible. A tonsillectomy was per¬ 
formed 10 years ago with no diminution in 
the size of the swellings. Since that time 
the swelling on the right side of the neck 
had remained about the same, while the 
swelling on the left side had increased to the 
size of a lemon. Six weeks prior to admis¬ 
sion the patient experienced pressure sensa¬ 
tions, associated with pain radiating into the 
occipital region, on both sides of the neck. 
She had noticed also a definite pulsation in 
both regions which began with the onset of 
the pain. 

On examination a mass measuring 5 by 
3 cm. was present below the angle of the 
jaw at the level of the thyroid cartilage. 
The skin overlying the tumor was not ad¬ 
herent. The tumor could be moved from 
side to side with case but was not movable 
vertically. No pain was experienced on 
palpation. No bruit or thrill was present. 

The tumor on the left side of the neck 
was larger, measuring <S bv 4 cm., and was 
iobuialed. This mass also was movable from 
side to side hut not up and down. The mass 
could be compressed and after a few seconds 
it gradually enlarged to its former size. No 
pain was present on palpation. A thrill was 
palpable and a bruit was present over the 
tumor. The remainder of the physical find¬ 
ings were essentially normal except for a 
moderate hypertension, blood pressure be¬ 
ing F>4 systolic. 98 diastolic. 

Roentgenograms of the cervical region 
and chest were negative. Urine analysis, 
blood counts and serology were negative. 

The patient stated that her brother had a 
similar swelling on one side of his neck. 
This man could not be persuaded to be ex¬ 
amined nor would he send a photograph so 
that an idea could be gained as to the nature 
of the tumor 

( >n December 2. 1937. the small tumor on 
the right side was explored through a trans- 
' er't- tu< imou i tig It \ highly vascular 
tumor ' g 2 ".I- looted in. and was ad¬ 
here' • oioti of the right com¬ 
mon v ,i! ■ • i■ I .o'.c* \ 1 '■ v • i- \\ t re numerous 

’.C'srl' n.mmumututg with bod, die in¬ 
terna! .-.mi external carotids These were 


ligated and divided. After a careful and 
tedious dissection the gland was removed 
(fig. 2c). However, near the end of the dis¬ 
section a rent, 1 cm. long, was found in the 
bifurcation near the attachment of the 



Fie. Characteristic arrangement of compact 
groups of cells interspersed with numerous capil¬ 
laries. 


tumor. Tins was sutured with a continuous 
silk suture and the hemorrhage controlled. 
A branch of the hyperglossal nerve was in¬ 
volved in the tumor and was removed 
with it. 

The convalescence was satisfactory ex¬ 
cept for impaired movements of the tongue. 
The patient was discharged on the eighth 
postoperative day. the wound healing by 
primary union. 

The specimen (fig. 3) was examined by 
Dr. E. R. Strauscr and diagnosed as carotid 
body tumor. The patient has refused opera¬ 
tion for the removal of the tumor from the 
left side because she no longer has discom¬ 
fort. This case is of interest because it un¬ 
doubtedly is one of bilateral carotid body 
tumor and the familial tendency is inferred 
11 m >t pn >\ en. 
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the tissue in question, followed by the 
ending own when it refers to clinically 
benign neoplasms, or the ending blas- 
toma when it refers to clinically malig¬ 
nant neoplasms. 

In accordance with Leriche and Poli- 
card, within the elected terminology 
malignant neoplasms of the bones can 
be classified thus: 

1. Osteogenous osteoblastomas 

2. Myeloblastomas 

3. Endothelioblastomas. 

Osteogenous osteoblastomas originate 

from osteoclasts, produce bone or are 
capable of producing it, destroying at 
the same time the normal bone; the type 
is fusocellular; in these neoplasms are 
found bone, cartilage, mucosal tissue, 
and occasionally myeloplaques, whose 
presence does not possess any sig¬ 
nificance as to the benign or malignant 
quality of the neoplasm; malignancy is 
affirmed by the existence of numerous 
mitoses, cellular anomalies, nuclear 
alterations, vessels without true walls, 
and histologic polymorphism. 

Myeloblastomas arise from’the hema¬ 
topoietic cells and are neoplasms of the 
globocellular type which become gen¬ 
eralized by the lymphatic route (1‘rocn). 

Endothelioblastomas are not of in¬ 
terest here: they arc of endothelial 
origin, are not osteogenous, and are not 
derived from osseous tissue. 

I' STHOI.OI.IC rON'SIDF.RATlOXS 

Osteoblastomas represent malignant 
neoplasms of the hones. Tumors which 
are called myeloplaques iXelnton). 
myeloplaxie tumors (Ombrcdanncf. os- 
tcomveloplaxnmas, are usually benign, 
hut their neoplastic or inflammatory 
nature is uncertain: the presence of 
myeloplaques has no particular im¬ 
portance. since (here are cases oi fibro- 
bhstnnns with myeloplaques which are 
\cry malignant and of osteitis with 
myeloplaques which are benign: there 
are innnil myeloplaques m inflammatory 
products, around foreign hollies and in 


malignant osseous neoplasms: the abun¬ 
dant or the limited presence of myelo¬ 
plaques has no specific pathologic sig¬ 
nificance. 

Differentiation of osteoblastomas be¬ 
gan with the works of Hover and 
Dupuvtren. Since the work of Xelatou 
on distinguishing benign tumors with 
myeloplaques from mj-eloplaxotnas, nu¬ 
merous works have appeared on malig¬ 
nant neoplasms of the hones. Leriche 
and Policard have suggested recently 
that osteoblastomas are not specific os¬ 
seous tumors, neoplasms derived from 
osteoblasts, hut fihrohlaslomas derived 
from osseous connective tissue, which 
acquire definite characteristics peculiar 
to the histologic medium by' which they 
are surrounded. 

At any rate, neoplasms designated as 
osteoblastomas, primary osseous malig¬ 
nant neoplasms, are markedly malig¬ 
nant and tend to the production of meta¬ 
stasis. generalization, and recurrence; 
the histologic interpretation of them 
from an nmitomopnthologie standpoint 
presents great difficulty due to the di¬ 
versity of the tissues which are found 
in them. 

Osteomas are rare, hut osteoblas¬ 
tomas are much rarer: the excellent sta¬ 
tistics of the Mayo Clinic show one ease 
for every 4,000 patients who enter 
there: over a period of 2fi years (1909- 
1934) only 2!f> cases were diagnosed 
in this clinic, there being included 187 
eases in which the tissue obtained was 
utilized for re-examination for clarify¬ 
ing or confirming the anatoniopathologic 
diagnosis, and 29 in which the diagnosis 
was founded on cluneal and roentgeno¬ 
logic data. 

Very little is known as to the efio/ogiV 
/a. r //iogr«ra.f of osteoblastomas; (lie role 
of traumatism, contusion and pathologic 
or traumatic fracture (Segond. Delliet. 
Ilrault, Dehelly. Meycrding, etc. I has 
been discussed, and the importance of 
trauma occasionally has been admitted; 
an attempt has been made' to li 
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noticed a marked pulsation in both tumors 
which was accentuated by activity; for the 
past two years she had experienced a chok¬ 
ing sensation with an increased pressure in 
the sides of her neck on lying down and 
had been forced to sleep with her head ele¬ 
vated. 

Physical examination was essentially 
negative except for the bilateral tumors of 
the neck (fig. 5). The mass on the left side 
of the neck measured 4 by 3 cm. and was 
smooth and moderately firm. The overly¬ 
ing skin was freely movable. A definite ex¬ 
pansile pulsation was present and a bruit 
was heard over the mass. Firm pressure 
increased the pain. The mass on the right 
side of the neck was the larger of the two, 
measuring 7 by 6 cm.; here also an ex¬ 
pansile pulsation was present and a loud 
bruit was heard. This tumor was also ten¬ 
der on palpation. A diagnosis was made of 
bilateral carotid body tumors. 

Urine, blood, and roentgenographic and 
electrocardiographic examinations were nor¬ 
mal. 

On November 15, 1938, under general 
anesthesia, the tumor on the left side was 
removed. The dissection disclosed the 
tumor to be firmly adherent to the external 
carotid artery and it was necessary to ligate 
this vessel to remove the tumor. The patho¬ 
logical report was carotid body tumor. The 
convalescence was uneventful except that 
the patient continued to have pain and a 
sensation of pressure over the site of the 
remaining tumor. 

The patient was discharged and returned 
to the hospital six weeks later for the second 
operation. On December 28, 1938, under 
general anesthesia, the tumor on the right 
side was removed. The tumor was found 
to be exceedingly vascular and to encircle 
the large vessels. After a long and tedious 
dissection, it was partially freed from the 
external carotid artery, but the tumor and 
artery were found to be so intimately con¬ 
nected that it was impossible to remove the 
tumor without sacrificing the artery. In 
order to control the hemorrhage the com¬ 
mon carotid was ligated proximallv and tu¬ 
mor and artery were removed en masse. 
Almost immediately, the patient developed 
hemuplegia and died two days later. 

The specimen wa' examined by Dr. E. R. 
Mr.iU'er and diagno-ed as carotid body 
turn* >r. 

'I hi' law ilhi'tr.iu-' bilateral carotid body 
tumor' that uerc c.ui'ing 'ex ere 'vmptoms. 

1 he tumor on the left 'ide was removed 
with great difficulty and with sacrifice of 


the left external carotid artery. No ill ef¬ 
fects were experienced. The tumor on the 
right was removed only after the common 
carotid was so damaged that ligation was 
necessary. This case terminated in death. 


SUMMARY AND CONCLUSIONS 

Carotid body tumors, although rare, 
are being- reported with increasing- fre¬ 
quency. The anatomy, physiology, em¬ 
bryology, and symptomatology are 
briefly discussed, and the criteria as to 
the ligation of any of the carotid ar¬ 
teries are outlined. 

Three cases of carotid body tumors 
are reported. In two cases the condition 
was bilateral. In one of the cases of 
bilateral carotid body tumors the pres¬ 
ence of a familial tendency is suggested. 
The mortality rate in the three cases 
was 33.3 per cent. 
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Fit? I t'npir left, patient. 75 >ear« old, with tumor nf rinlu h.md 
Ktgv 2-5 Lower lett. povurtor \u‘\\ of tumor Alien c. anterior, lateral 
and median uru\ rrs/)rrmcle. of tumor 


CLINIC \L CONSIDER VTIOXS 

Osteoblastomas arc interpreted cli¬ 
nically by pain. osseous tumor and 
spontaneous or occasionally traumatic, 
fracture; pain is a \ery variable symp- 
tonj; the tumor is hard, and distended, 
at times is of unequal consistency, shows 
rapid growth and presents a very well 


developed venous net-work; as time 
passes the general condition declines, 
cachexia appearing; the tumor may 
reach a monstrous volume; clinically 
there can be found, with more or less 
clarity, parchmcnt-like crepitation, pul¬ 
sation, impulsion ami even nnenrismatic 
expansion of the tumor; there may be 
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legatura delle carotidi. 3 casi di tumore 
del corpo carotideo vengono riportati. 
In un caso, di tumore bilaterale, la 


presenza di una tendenza familiare e 
suggerita. La mortalita nei 3 easi e 
stata del 33 per cento. 


-o#o 


Dr. Andre Crotti, President of the Interna¬ 
tional College of Surgeons, has been vacationing 
at his summer home at Wequetonsing, Mich. 
- o- 

Prof. Dr. Rudolf Nissen, of Istanbul, Turkey, 
Vice-President of the International College of 
Surgeons, is spending his vacation in the United 
States as the guest of Dr. Edward D. Churchill, 
of Boston. He is accompanied by Mrs. Nissen 
and daughter. 

-o- 

Dr. M. M. Cruickshank, of Madras, India, 
one of the regents of the International College 
of Surgeons, is vacationing in the United States. 
After a week’s stay in Chicago, he proceeded to 
The Mayo Clinic and other points of medical 
interest. 


Dr. Charles H. Arnold, of Lincoln, Nebraska, 
Secretary of the Scientific Assembly, United 
States Chapter, will address the Pan-Pacific Sur¬ 
gical Society in Honolulu, Hawaii. 

-o- 

Dr. Donald C. Balfour, of the Mayo Founda¬ 
tion, and Prof. Peter Bull, of Oslo, were ad¬ 
mitted as honorary fellows of the Royal College 
of Surgeons, England, at the quarterly meeting 
of the council on July 13. 

Dr. Fred H. Albee, International President 
Elect, has been called to Europe. He is attend¬ 
ing some clinics in Europe and is conducting some 
clinics abroad. He is expecting to return by 
October 1. 


o 90 


NATIONAL ASSEMBLY 

THE NATIONAL ASSEMBLY OF THE UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OF SURGEONS WILL BE HELD ON FEB. 11 TO 
14, 1940, AT VENICE, FLORIDA, UNDER THE DIRECTION OF DR. FRED H. 
ALBEE, INTERNATIONAL PRESIDENT-ELECT, AND THE PRESIDENCY OF 
DR. FREDERICK M. DOUGLASS, PRESIDENT OF THE UNITED STATES 
CHAPTER AND CHAIRMAN OF THE PROGRAM COMMITTEE. 
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protein bodies to be thrown suddenly 
into the circulation, as in burns (radium 
and x-ray burns included) and cancer. 
Investigations have shown that excision 
of cancerous tissue is usually followed 
by a decrease in amount of the toxic 
proteins in the blood and an increase in 
the chlorides toward normal. 

The toxic effects of an excessive 
amount of polypeptides in the blood is 
not open to doubt. Abderhalden 1 and 
Miyagawa, 0 as well as others, have 
confirmed it. Postoperatively these ef¬ 
fects appear very gradually; they may 
commence within forty-eight hours or 
be delayed as long as five or six days. 
The earliest noticeable symptoms are 
somnolence and mild nervous irritation. 
Depending on the resistance of the pa¬ 
tient, that is, the functioning of his 
liver and kidneys, and the severity of 
intoxication, or amount of absorption, 
these symptoms disappear or continue. 
If they persist they may become aggra¬ 
vated, gradually or suddenly, so that 
delirum or coma supervenes and a fatal 
outcome often results. 

TREATMENT 

Since it has been proved that the 
hepatorenal syndrome is one of absorp¬ 
tion and intoxication, the liver and kid¬ 
neys being largely responsible for elim¬ 
ination, it is of vital importance that 
these organs function as nearly nor¬ 
mally as possible. Even when these 
organs are normal, it is wise to take cer¬ 
tain precautionary measures to restore 
any depletion of the alkaline reserve 
( Duval, Roux and Coition The pre¬ 
operative administration of hypertonic 
solution of sodium chloride in sufficient 
quantities will do much to prevent the 
hepatorenal syndrome and to safeguard 
the-life of the patient. Furthermore, be¬ 
ing an active intestinal stimulant, it will 
hasten evacuation. Its use. when 

indicated. 'h<«nld not be neglected. 

The method i>f administering hvper- 
tonic solution of sodium chloride and the 


amount to be given are largely a matter 
of choice. Duval gives from 20 to 50 
cc. of a 10 per cent solution intra¬ 
venously each twenty-four hours. In 
the University of Montreal Hospital a 
simple procedure that we have named 
the “2-2-2" is used. Immediately after 
operation a mixture consisting of 2 
tablespoonfuls of sodium bicarbonate, 
2 tablespoonfuls of brandy, from 1 to 
2 teaspoonfuls of sodium chloride and 2 
cupfuls of strong black coffee is given 
by the Murphy drip. After this has 
been absorbed, from 500 to 800 cc. of 
pure warm water is given. The same 
procedure is performed on the succeed¬ 
ing day, and if, despite these measures, 
any symptoms suspicious of a beginning 
hepatorenal syndrome appear, from 
20 to 30 cc. of sodium chloride hyper¬ 
tonic solution is administered intra¬ 
venously. 

SUMMARY 

The hepatorenal syndrome is a po¬ 
tentially dangerous symptom complex 
which may occur after major abdominal 
operations and certain other conditions 
(burns, cancer, etc.), in which the gen¬ 
eral circulation contains an excessive 
amount of toxic substances, polypep¬ 
tides. It is due to inability on the part 
of the liver to transform these toxic 
substances into urea or to the inability 
of the kidney to eliminate the urea in 
sufficient quantities. Hypochloremia 
ensues. Prevention is by careful pre- 
operative functional tests and by sup¬ 
plying the patient with sufficient 
chlorides after operation. 
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T HE theory that the mesenchvma- 
tous tissue is exclusively of meso- 
denuic origin has been abandoned 
at the present time and it is believed that 
a part of this tissue comes from the 
epithelial layers. 

In fact, it is stated that the mesen¬ 
chyme includes the common connective 
and vascular tissues which are always 
associated together, giving rise, by vir¬ 
tue of functional transformations, to the 
tissues of support (bone, cartilage), the 
muscles (striated and smooth), the 
adipose and endothelial tissues: the con¬ 
nective-vascular tissue, by means of the 
process in question, remains intimately 
connected to the entire group of afore¬ 
mentioned tissues or secondary forma¬ 
tions. 

The cartilage and the bone are 
originally mesenchymntous tissues, the 
peculiar histologic characteristics of 
which are distinguished respectively by 
chondrin, secretion of chondroblasts. 
and ossein, secretion of the osteoblasts: 
the connective-vascular tissue is always 
associated with the morphogenetic ac¬ 
tion of the perichondrium and the 
periosteum, or serves as a guaranty of 
the histologic nutrition. 

XO.MK.WI. m KK OK NKOI'i.\SMS 

Neoplasms of the following tissues 
are described: 

1. C ommon connective-vascular 
2 Adipo-e 
a Skeletal 
4. Mu 'cul.tr 
5. Endothelial. 


Classically benign neoplasms of the 
mesenchymatous tissues are designated 
by the corresponding radical, followed 
by the ending onto (fibroma, osteoma, 
chondroma, etc.), the denomination of 
sarcoma being reserved for malignant 
tumors, usually in opposition to epitheli¬ 
oma. 

As the result of the efforts of the 
American Registry of Bone Sarcoma to 
establish a needed classification for the 
study of malignant tumors of bones, the 
Clinical Pathological 'Association en¬ 
trusted the study of the matter to Mac- 
Carty, Sonders, St. George and Bell, 
acting in collaboration with the original 
committee, for the purpose of preparing 
as accurate a classification of osseous 
tumors as possible. If this classifica¬ 
tion were applied to the case which is 
the theme of the present study, the de¬ 
nomination would be osteogenic tumor of 
the malignant type, osteogenic sarcoma, 
which would correspond to osteosar¬ 
coma ossificans, in accordance with 
Leriche and Policard, cited by Miginiac; 
nevertheless, despite an acceptable classi¬ 
fication, the classical terminology, which 
has been discussed so frequently from 
the standpoint of clarity, will persist 
essentially. 

1 have adopted the terminology 
praised by Zuckerman. which seems to 
me to he simple and clear: Benitez Soto 
Ins recently given his attention to this 
terminology, insisting on the advantages 
which are obtained from simplifying 
the elaborate nomenclature of neo¬ 
plasms. The denomination employs 
numerous compounds tor the radical of 
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strate experimentally the possibility of 
grafting', inoculation and contagion 
(Carrel, Gye, Barnard, Fujanami, etc.), 
without arriving at unquestionable re¬ 
sults. 

Observation has pointed out courses 
of action in the clinic, but there is almost 
complete ignorance as to the how and 
why of the pathologic characteristics, 
important elements for clinical diag¬ 
nosis; microscopic examination of the 
neoplasm extirpated at times shows 
ostensible unsuspected divergencies. 

AGE GROUPS AFFECTED 

Osteoblastoma presents itself in 
young subjects between 10 and 30 
years of age and in adults not older 
than 45 years; it is observed more fre¬ 
quently, according to Miginiac, in the 
female than in the male; Maverding, ac¬ 
cording to statistics of the Mayo Clinic, 
considers it to be more frequent in men 
than in women in the proportion of two 
to one. Therefore osteoblastoma is the 
cancer of youth, in contrast to cpithelio- 
blastoma which is the cancer of the 
critical age and senescence. 

LOCATION 

Osteoblastoma can attack all the 
bones, but observation has shown that 
there are certain sites of election, spe¬ 
cifically those attacked by the osteo¬ 
myelitis of adolescents, that is, the large 
long bones, especially the epiphyseal 
zone. 

The bones usually invaded are, in the 
order of their frequency: femur and 
tibia, humerus, maxillas, the small Hat 
bones very rarely; thus it seems that 
the frequency of osteoblastoma is in 
proportion to the size of the bones. 

Berard and Polloson, cited by Migi- 
niac. give the following percentage of 
!< icalizati*in'-: 

I .a r j c iia-.a o3 per cent 

F'1” : I - 1“ per cent 

Vax " i' 15 [>er cent 

Ha 1 5 per cent 

In the long boiler the diuph\'i« h nt- 
taexc-d m la per cent of the ca>e>; in the 


85 per cent remaining cases the epiphy¬ 
sis is attacked, frequently the one called 
the fertile epiphysis; the neoplasm be¬ 
gins in the bulb, the metaphysis or the 
neighboring epiphyseal zone, seconda¬ 
rily invading the epiphysis; the point of 
departure of the neoplasm is in relation 
to the existence of the epiphyseal carti¬ 
lage, because in adults growth has 
terminated and the epiphysis and the 
diaphysis have become united. 

ORIGIN AND DEVELOPMENT 

Classically, osteoblastomas can ori¬ 
ginate deeply or superficially; in the first 
case (deep osteoblastoma, central osteo¬ 
blastoma) the neoplasm invades the 
bone eccentrically, perforates the cortex 
and causes it to crack, sending out 
papillae below and outside the perios¬ 
teum, generating by periosteal reaction 
lamina, osseous spines and exostoses 
which reveal roentgenographically the 
malignancy of these neoplasms; in the 
second case (superficial osteoblastoma, 
periosteal osteoblastoma) the neoplasm 
arises in the periosteum, surrounds the 
bone in a ring-like manner and invades 
it slowly in a manner opposite to that 
in which the process is effected in the 
first case, but producing similar lesions. 

Osteoblastomas are, as a rule, very 
voluminous neoplasms macroscopically, 
reaching at times a truly extraordinary 
size in comparison with epithelioblas- 
tomas; they become generalized in an 
ominous manner, giving to the ex¬ 
tremely grave prognosis a suggestion of 
something irremediable, terrible and 
dreadful; generalization takes place by 
the venous route, the lymphatic route 
being exceptional; this accounts for the 
frequency of pulmonary metastases 
which, in turn, send cancerous emboli 
through the left side of the heart to the 
main circulation, creating new metas¬ 
tases, frequently multiple, which can 
appear in any viscera or bone whatever, 
and produce new blastomas primary in 
type. 



L'importanza dell’indagine roent- 
genographia nella identita diagnostica 
del tumore, come pure dello studio 
anatomopatologico e clinico per la de- 
terminazione della benignita o inalignita 
del tumore stesso e rilevata. Prudenza 


e necessaria nella interpretazione dei 
fenomeni morfologici. I! procedimento 
chirurgico e basato sulla completa 
exeresis. L’esperienza e criterio indi- 
viduale devono precisare 1’interpreta- 
zione dottrinale. 


The John Lucas Walker Studentship of the 
University of London for original research in 
pathology, of the value of £300 a year for three 
years, has been awarded to J. C. Colbeck. 

Dr. F. Wood Jones, professor of anatomy at 
the University of Manchester, will retire at the 
end of the Michaelmas term. 

La Academia Xactonal de Cicnctas Antonio 
Alzatc has elected Dr Max Thorek, present 
acting executive secretary of the International 
College of Surgeons, Foreign Academy Member. 

Petrification of Anatomic Specimens 

A method of petrifying anatomic specimens 
was presented by Prof. Francesco Spirito, 
head of the obstetric and gynecologic clinic of 
Siena. University, in a. lecture delivered recently 
before the Accadcmia dei fisiocritici of Siena. 

Professor Spirito presented specimens of 
structures of the human body which were petri¬ 
fied by his method, by means of which it is pos¬ 
sible first to petrify organs for studies on the 
external aspect of a given lesion and then to 
depetrify them for microscopic study The pro¬ 
cedure does not cause histologic alteration of 
the organs. He showed a piece of marble united 
with petrified specimens of viscera. This re¬ 
called the work done by Scgato, who made a 
table with a mosaic which contains 214 anatomic 
specimens of human viscera and resembles 
multicolored marble: the table is preserved in a 
museum. 

The speaker dehicrcd the formula for his 
method of petrification to the Accadcmia dei 
Lmcci; he is attempting to improve the method 
before he publishes it. Scgato, Gorini and 
Marini, who previously obtained good results with 
this work, never disclosed their methods 


Dr. Andre Crotti read a paper on "How Can 
a Committee Run a Cancer Clinic with Small 
Financial Support" at the International Cancer 
Congress held recently in Atlantic City. 

Bassini's Operation 

The anatomic-physiologic principles of Bas- 
sini’s operation were reviewed by Professor Cat- 
tcrina of Rome University in a lecture delivered 
recently before physicians of the garrison at 
Rome. Catterina, who was a pupil of Bassini, 
said that the operation is of social importance, 
the frequency of hernia being more than IS per 
cent in workers in some industries. 

Bassini performed the operation for the first 
time in 1884. He presented the first scientific 
report in 1886 and published his monograph in 
18S9. The monograph had some defects both in 
the text and in the illustrations; thus the technic 
was erroneously interpreted and modifications 
were ordered. Catterina later published a com¬ 
plete textbook on the operation with sixteen illus¬ 
trations which were done by the painter Gaighcr 
This book was published in five different lan¬ 
guages. 

Bassini believed that the fascia transversahs 
is not the posterior aponeurosis of the transverse 
muscle. It is a membrane of varying thickness 
in different persons which originates at the small 
pelvis and goes over and behind the transverse 
muscle to the costal arches. Bassini’s operation 
is based on the principle of providing the inguinal 
canal with a posterior wall which is made up of 
the fascia transvcrsalis and the transverse and 
small oblique muscles. The muscles stretch in a 
special manner after the operation, because of 
the different course of their fibers, and prevent 
contact between the abdominal the 

inguinal cord — 1 * -* 

on the latter 
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observed hemorrhagic pleural effusion, 
the phenomenon of pulmonary or 
tracheo-bronchinl metastases, daily fevcr 
and local elevation of temperature; it 
has previously been said that it usually 
affects young subjects, producing metas¬ 
tases by the venous route, assuming 
that the tissue of these neoplasms does 
not possess lymphatics. 

Osteoblastoma is fatal, the life of the 
patient terminating because of cachexia 
and cancerous generalization in a short 
time, less than two years or only a few 
months; the fatal ending is the more 
rapid the younger the patient, although 
writers have reported rare cases in 
which the development has been more 
slowly, no plausible explanation having 
been given for this phenomenon. 

The differential diagnosis should in¬ 
clude, especially at the beginning, os¬ 
seous tuberculosis of the epiphysis, os¬ 
teomyelitis. syphilis, and osteomas. One 
should -take into account the rarity of 
osteoblastomas and one should not for¬ 
get the use which can be made of roent- 
genographic studies. In all cases, gen¬ 
erally speaking, the slow development of 
the tumor can dismiss malignancy, and 
with added reason if the general condi¬ 
tion lias not undergone change and it 
metastases are not present. 

When the diagnosis of the tumor has 
been established as malignant, the im¬ 
portant thing is to determine whether 
it is primary or secondary; in the first 
ca-e the diagnosis of osteoblastoma will 
be determined: in the second it might 
be a ca-e ot osseous metastases ot 
epitheliiiblastoma—breast, prostate, kid- 
nev. suprarenal glands—and with 
greater rea-on if it concerns a subject 
of more than 50 years of age. 

• \M k 1 i'f >KT 
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advanced age; the personal history was un¬ 
important. 

Seven years ago a small tumor appeared 
on the dorsal surface of the right hand, be¬ 
tween the index finger and the thumb, with¬ 
out any local reaction ; the tumor had grown 
slowly for three years and had reached ap¬ 
proximately the size of an orange; inter¬ 
mittently it was painful; the pain, pricking 
in quality at the beginning and localized at 
the site of the tumor, later extended to the 
entire member, posteriorly, in a manner im¬ 
possible to describe; during the next four 
years growth continued until the tumor 
reached its persent size, approximately a 
little larger than a grapefruit; it was oval, 
hard, somewhat adherent to the deep layers, 
very vascular and covered with lustrous 
and ruddy skin (figs. 2-5). The pain was 
pricking and intermittent and prevented 
sleep at times. 

Inquiry by systems disclosed only blind¬ 
ness and deafness of little importance. 

Physical examination revealed a male of 
the above-mentioned age; no abnormalities 
were found in the neck, thorax, abdomen, 
genito-urinary organs or lower extremities; 
pallor of the palpebral and buccal mucosa, 
thinness of the upper extremities, and axil¬ 
lary microadenitis were observed. 

Roentgenologic Examination: Fluoroscopic 
examination of the thorax was without sig¬ 
nificance. A roentgenogram (fig. ft) of the 
tumor showed an image corresponding to 
an enormous osteoblastoma, with the point 
of departure at the level of the lateral (or 
external) border of the band (carpus- 
metacarpus) ; the tumor had destroyed and 
infiltrated the first metacarpal bone and the 
first phalanx; there was noted production 
of osseous tissue of new formation (blas- 
tnma). which was disposed in radial form 
or distributed within the tumoral mass, 
without definite limits being observed and 
with a definite tendency to growth and 
to increase of the neoplastic mass. The 
roentgenologic diagnosis established a marked 
contrast to what could be derived from the 
purely clinical examination ; it was a case of 
osteoblastoma, of malignant neoplasm. 

Treatment The lamentable results obtained 
from surgery, roentgenotherapy and radium 
therapy in the treatment of osteoblastomas 
were considered, these being so consistently 
poor that when a patient upon whom ampu¬ 
tation or disarticulation has been performed 
survive-. one is led to think of a possible 
trrnr in diagnosis; notwithstanding the 
g-an’v of the diagnosis and the sad ex peri- 



Oil 


patients, but due to the limitations previ¬ 
ously outlined, it is necessary to look for 
substitutes capable of aiding students in 
their first steps taken in the field of the 
clinic. 

The cadaver anatomically is fitted for 
teaching numerous explorations which 
can be called “objective." and the living 
animal, for teaching explorations which 
are principally functional. 

To make some explorations it will not 
be necessary to prepare the cadaver 
previously, as for posterior rhinoscopy, 
laryngoscopy, gastroscopy, spinal punc¬ 
ture, etc.: and for others, with moderate 
adaptation, cadavers can he prepared for 
exploration of fractures, luxations, 
synovial affections (injected to simu¬ 
late effusions), etc. 

It is evident that it is a question of 
obtaining results anatomically similar to 
those obtained in patients; for example, 
in the case of luxation produced in the 
cadaver there will be obtained conditions 
of deformity, abnormal mobility or 
limitation of movement, etc., very sim¬ 
ilar to those which are observed in a 
case of luxation in a living subject; but 
it will be very difficult to imitate hema¬ 
toma and impossible to imitate edema, 
sensitiveness, etc. 

PROCEDURES 

Despite these limitations, there arc 
numerous examples of its great useful¬ 
ness, as I have been able to observe in 
the lecture room, and as can be deduced 
from the following list of procedures 
carried out on the cadaver. 

Head: Injection of coagulated blood 
below the scalp or epicrnniiim to obtain 
sanguineous crepitation; injection of air 
to demonstrate gaseous crepitation. 

Percussion of the Cranium: Xonn.il 
zones obtained by percussion; changes 
observable after injection of blood into 
die extradural space or air into the ven¬ 
tricles; crack pot sound after fracture 
of the cranium. 

Spine■ Pharyngeal palpation of the 


atlas, the axis, and the subsequent cer¬ 
vical vertebrae; spinal puncture, lumbar, 
dorsal, cisternal, epidural; previous 
preparation of the cadaver—fractures. 

Xcck and Thorax: Esophageal ca¬ 
theterization, esophagoscopy, gastros¬ 
copy; pleural, pericardial, etc., punc¬ 
tures; fractures of the ribs. 

Abdomen: Palpation of the organs, 
followed by verification of the data ob¬ 
tained by autopsy; rectosigmoidoscopv. 

Genito-l'rinary Apparatus: Tactile 
vaginal examination: unrethrosenpy, 
urethral catheterization; cystoscopy and 
ureteral catheterization: insufflation of 
the uterine tubes. 

Extremities: It is possible to repro¬ 
duce or imitate almost all the luxations 
and fractures by means of simple pres¬ 
sure. Injection of the synovial bursa of 
the knee permits one to note on palpa¬ 
tion its superior and inferior limits, to 
lee! its fluctuation, to provoke patellar 
impact, etc. 

COMMENT 

As is natural, preparation of the 
cadaver to obtain the type of luxation 
and fracture which it is desired to 
demonstrate presents difficulties at 
times; although it is a good method for 
imitating the common mechanism of 
fractures, the disappearance of tonicity 
and of muscular contraction causes the 
result to be varied; to avoid this one can 
have presses constructed, by means of 
which it is possible to exert gradual and 
circumscribed pressure m the place 
which one desires, pressure which can 
be sufficiently intense to produce frac¬ 
tures. 

Tile experience which I have had up 
to the present time with the usefulness 
oi these practices on the cadaver has 
convinced. f '. 


Cousidct 

difficulties 
surgical pr 
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ing-; the tumor was so large that the raw 
surface could not be covered sufficiently; 
thus about two-thirds of it had to be left 
uncovered. 

The postoperative development consisted 


pieces showed that it was a neoplasm 
derived from mesenchymatous tissue. It 
was considerably polymorphous and pre¬ 
sented a quite varied appearance; in 
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I*is. 7. Microphoto.nraph of tumor, general view; no irregularities or 
nuclear monstrosities of importance are perceptible. 


in gemmation and convergent epidermiza- 
tion until total cicatrization had occurred, 
without any defect in the formation; the 
first two treatments were given with ambrine 
at an interval of 72 hours, the three follow¬ 
ing treatments with dermotrophyl at inter¬ 
vals of live days, and the remainder, until 
the patient was dismissed, with genuine 
dermotrophyl at intervals of a week. The 
patient left the hospital October 4. 1933, 
48 days after surgical intervention, ap¬ 
parently in good health. 

PATHOLOGIC KKPOKT 

Or. Ignacio Gonzalez Guzman made 
an anatomopathologic study of the 
neoplasm which was removed, his re¬ 
port being as follows: tumor of the 
hand. 1.127 Kg. in weight, 18.5 cm. in 
the long axis of the member. 13 cm. in 
width. 11 cm. in height. The specimen 
was fixed in 10 per cent solution of 
lormalin. cut for freezing and stained 
with -ib. er carbonate. Fragments of 
the piece pre-ented a -•nivwlrit diverse 
:r.:.cro- 0 'p;c appearance. Sunk of the 


some portions the texture was purely 
chondromatous, with encapsulated cells 
and characteristic intercellular sub¬ 
stance; other portions of these forma¬ 
tions were infiltrated with calcareous 
salts and the osseous formation was out¬ 
lined at the expense of the cartilage; 
finally, in others there were groups of 
unequal cells, some monstrous without 
any structural arrangement and with 
fibrillar texture, intercellular, of medium 
richness: in some cut sections myelo- 
plaques were observed. Interpretation: 
Osteochondroblastoma. There existed a 
low grade malignancy because of the 
polymorphism with cartilaginous forma¬ 
tion and above all, osteogenic function, 
medium nucleolar richness of the tu¬ 
moral elements, slight destructive ten¬ 
dency; Dr. Guzman attributed this to 
the presence of mveloplaques. 

Dr. Guzman was good enough to re¬ 
examine the microscopic preparations 
for the microphotographic illustrations 
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incision. The patient recovered That is what 
a knowledge of anatomy did for the patient. 

Dr. Vincent A. Lapenta, Indianapolis: The 
paper of Professor Esnaurrfzar is providential to 
this meeting, in view of the activities that we 
have proposed in the postgraduate teaching in 
the guilds of the College in every locality. It 
focuses attention on certain changing trends 
which we hope to correct, as far as the teaching 
of surgery is concerned. 

In the last few years the teaching of anatomy 
in many medical schools has passed into the 
hands of the morphologist, who is often not even 
a physician, and whose great interest is in de¬ 
scriptive anatomy. And that teaching is sup¬ 
posed to supply the prospective doctor of medi¬ 
cine and surgery with a sufficient anatomic basis 
on which to build a surgical career Our fore¬ 
fathers were wiser than we. They insisted on 
teaching surgery from the cadaver, the teaching 
to be done by clinical surgeons and not by 
an anatomist. I am glad to say that we are 
reverting to that. Knowledge of topographic 
anatomy in itself is not sufficient preparation for 
the practice of surgery. Therefore, study of the 
cadaver, as Professor Esnaurrizar pointed out, 
as a means of learning how to differentiate in 
the diagnosis and as a means of performing 
classic operations on proper anatomic foundation, 
comes back again as the proper foundation for 
the method of teaching, and, with it, the teacher 
must be a surgeon. 

The prospective candidates who wish to obtain 
fellowship in our organization—and I am speak¬ 
ing oft all the chapters of the College throughout 
the world-must give demonstrations of surgical 
ability on the cadaver and on the living before 
they can become a fellow member. 

And so it gives me pleasure, as an officer of 
the guild activities, to ask all co-offieers in their 
respective states to bear in mind that the new 
members must all quality by examinations 
Stress must be laid on demonstrations of surgical 
procedure on the cadaver, on differential diag¬ 
nosis and on the surgical anatomy of a given 
operation. By enforcing this requirement the 
International College of Surgeons shall have 
brought about a remits sauce m the teaching of 
surgery. 

Dk. Thomas E. Jones, Cleveland: I am happy 
to endorse what ha> been said about the last 
paper. From my surgical experience on various 
parts of the body. 1 know of no operation m 
which a knowledge of anatomy serves one in 
better stead than m the one stage operation tor 
cancer of the rectum I have been interested tu 
this procedure for many years and have per¬ 
formed many such operation? As 1 look back 
on my first cases, when 1 dnl not realize the mi 


portancc of surgical anatomy, I must have ap¬ 
peared very cumbersome and awkward m the 
performance Alter a few cases I followed 
closely the course as described by Miles, of Eng¬ 
land. That facilitates the procedure so much that 
it looks easy. It scents to me that the surgeons 
who get into difficulties with this operation are 
those who are not impressed with the importance 
of doing the operation in certain steps. 1 am 
sure that my original errors were made because 
I did not do the operation methodically. If one 
starts with ligation of the superior mesenteric 
artery, thq first step, and does the other steps m 
logical order, the operation is simple. And that 
is done only by a thorough knowledge of the 
anatomy. 

RfiSUMfi 

i'filitc Dhiactiquc du Cadnvrc duns hi 
Propcdcutiqtic Chirurgicalc 

On considers les difticultes inherentes 
a i enseigneincnt tie h propedeutique 
chirurgicale, en ce qui concerne la 
demonstration individuelle tie sigiies on 
symptomes, dont la perception est 
entiennent persounelle; difticultes dor- 
dre ciiniqtie dues a (’impossibilite de 
disposer a un moment donne de 
malades adequats; dangers auxquds on 
expose les tiits malades dans les ex¬ 
plorations repetecs, avec autant plus de 
raison s’il s'agit de gruupes soda ires 
nombreux. 

On preconise I'utilisanon dti ndavre 
coniine auxiliair dans I Viiseigncnicttt 
de cette clinique, en climinant avec elle 
le peril que presente pour le vivam la 
demonstration de certain*' sixties phy¬ 
siques: crepitation os.seiisc, choc rotu- 
lien, etc. On fonmile ensuite un plan 
didactiquc de cette sorte de travail 
clinique, dont iTnilite peda > ico«*jquo a 
deja etc demontree par 1‘auteur an 
cours respect if dont il cm charge a la 
Facultc de .Medecine tic Mexico. 

zusammenfassung 

Pic Xiitzlichkeit dcr l.cichc in dcr 
chiru rgischcit 1 *rofcdcuiik 

I Jet rarht tinmen tier 5chu'icrk r keiten 
^ebunden an <len I’nter 
gischeu iVopedeulik 
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cytoid nuclei and groups with larger 
nuclei, among which no great irregulari¬ 
ties or nuclear monstrosities are per¬ 
ceptible; figure 8 is a special view of the 
masses and groups of the mentioned 
cells; figure 9 is a portion of the tumor 
in which cells of the myeloplaxic type 
are present, mingled with smaller cells 
and lymphoplasmocytic elements. 

COMMENT 

The ana tomopathologic study is con¬ 
clusive and confirms in detail the roent- 
genographic interpretation; it was a 
case of osteoblastoma, metacarpal osteo- 
chondrohlastoma; the exact denomina¬ 
tion is primary metacarpal osteochondro- 
blastoma, a rare cancer, the development 
of which in this particuclar case was 
that of a benign neoplasm. 

At the present time six years have 
passed since the surgical intervention; 
during the first four years 1 saw the 
patient several times and he was ap¬ 
parently enjoying good health at his 
work in the country, in Xochinaca. 
State of Mexico; but since then l have 
not heard of him. despite my inquiries; 

1 do not know whether he is living or 
dead, and, if the latter is true, whether 
his death was caused by a recurrence or 
by his advanced age; but at any rate, 
the case is extremely interesting. Ir¬ 
radiation was not used because it is 
known that osteochondromas do not re¬ 
spond to this treatment; neither were 
the toxins of Coley used because, for 
some time, the general opinion of this 
method, derived from old ideas on the 
therapeutic action of streptococcic tox¬ 
ins. has been that it does not seem to 
have given the good results which have 
been attributed to it on occasions. 

Result" which are obtained with 
mutilating operations, amputation or 
disarticulation, are judged wrongly. It 
is mentioned that from 80 to ‘JO per cent 
of the operation" are followed by recur¬ 
rence before tv.o year", dopite the very 
per', and opinion of Lecene and Huet 


that in their practice these results are 
not brilliant, but they believe them su¬ 
perior to those obtained with conserva¬ 
tive operations; Lecene and Huet do not 
give statistics on this matter so that 
their statement is reduced to an opinion 
or a very personal appreciation. More¬ 
over, we must take into account that, 
notwithstanding the statistics and the 
cases reported in the literature, often¬ 
times an uncertain or incorrect diag¬ 
nosis is encountered in clinical practice; 
I shall not attempt to say that statistics 
do not have great orientating value, but 
it is necessary to be cautious and to pro¬ 
ceed thoughtfully in each case. 

1‘roca maintains that despite the poor 
surgical results in children and the la¬ 
mentable ones in adults, one should al¬ 
ways operate whenever possible because, 
poor or lamentable as the results are, life 
seems to be prolonged by surgery, and 
this is a great accomplishment; roent¬ 
genotherapy and radium therapy should 
be reserved for the inoperable cases. 

Xo matter what is said, surgery of 
cancer is surgery which is based on 
complete exeresis, amputation or disar¬ 
ticulation in the case of osteoblastomas; 
at the present time it is the best thera¬ 
peutic method, provided that it is used 
with intelligence and judgment; com¬ 
plete exeresis in the present case would 
not have meant amputation of the fore¬ 
arm or the arm, or disarticulation at the 
wrist, the elbow or the shoulder, because 
such procedure would have constituted 
a barbarous rather than a complete 
exeresis, for scientific purposes, and 
would have been inadvisable from a 
social standpoint because it would have, 
made an invalid of a man who, in his old 
age, desired and found it necessary to 
work. 

Complete exeresis was carried out, 
based on a happy medium which was 
derived from an appropriate fitting doc¬ 
trinal interpretation; complete, but with¬ 
out a resulting damage more im¬ 
portant than the good which could be 



INCOMPLETE DUODENAL DIAPHRAGM AS A 
CAUSE OF INTESTINAL OBSTRUCTION 

REPORT OF A CASE* 

CHARLES EDWARD NAGEL, Pii.G., M.D., F.A.C.S., F.I.C.S. 

From the Surgical Service of the Columbus Hospital 
great Falls, Montana 

the genesis of duodena! mal- of the duodenum. In stenosis there is 
irmations, embryologists state either hypertrophy of the wall of the 
lat at about the fifth week of intestinal segment or of the mucous 
e, the primitive gut, by the membrane, or both, resulting in block- 
tion of the intraluminal epi- age of the lumen. Diaphragms, which 
:11s, becomes a solid tube, which may occur in any portion of the duo¬ 
proliferated epithelial cells denum, have been classified as: corn- 
hereafter begins to undergo re- plete, incomplete, and tile iris type. 

by a process of vacuolation. Structurally they are comparatively thin 
1 result of this process is the musculomemhranous partitions, 
ishment of the normal gastro- 

1 lumen. When anomalous con- diaphragms 

are considered, one finds no Histologically, diaphragms are of the 
ty of opinion. One group of same cellular pattern as the segment of 
ngists believes that the malfor- intestine from which they have de- 
are due to some faulty process veloped. They usuallv consist of mu- 
lie vacuolation of the epithelial cous membrane and ’submucosa, with 
\ second group advances the occasionally a few muscle fibers at the 
hat, as a result of amniotic fluid base. 

; the primitive gastro-intestina! These septums in the embryo, which 
i intraluminal inflammatory re- remain as diaphragms, may be situated 
i produced which retards or pre- above or below the' ampulla of Vatcr or 
e process of vacuolation. I in- in the inferior portion of the duodenum, 
the opinion of the first grottp. Their completeness or incompleteness in 
ise of the incomplete regression conjunction with their intraluminal 
iroliferated epithelial plug dur- position, tending in some cases to an 
process of vacuolation has not obstructive lesion, may precipitate early 
tennined. evidence of high obstruction: in other 

hree types of malformations of cases obstruction becomes manifest in 
idemim usually described are: later life. In fact, according to stntis- 
stenosis. and diaphragms. The tical data, many are found only at post- 
:e of congenital obstruction in mortem examinations, although the 
,'horn has been estimated as 1 patients may have had a history *ug- 
X) cases (Farr and Fries), and gestive of gastroduodenal di'ea-w, with 
d seem from a review of the no definite diagnoses having been made 
;e that diagnosed cases due to (cf. Nagel's patient. 72 years old), 
gms are more rare than cases of Those diaphragms which precipitate 

symptoms and signs of high obstruction 
rcsia there is either absence or do so early, either hv their completeness 
e closure of a section or segment or their incompleteness, while tile third 
for Fellowship m (he College oi Surgeons. 
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R£SUM£ 

Osteochondroblastome primitif du 
metacarpe 

Le malade, age de soixante-quinze 
ans, est montre. Des considerations 
pathologiques et cliniques sur les carac- 
teristiques de ce type rare de neoplasme 
malin, rare generalement et rare dans 
ce cas particulier, de localisation sont 
avancees. On a discute et revolution 
clinique et le traitement. Pour etablir le 
diagnostic, Petude roentgenographique 
est utile. L’etude anatomopathologique 
ainsie que robservation clinique nous 
renseignent sur la nature benigne ou 
inaligne du neoplasme. II faut etre 
prudent dans Pinterpretation des phe- 
nomenes morphologiques. La chirurgie 
du cancer demande Pexerese. L’experi¬ 
ence et le jugement individual doivent 
preciser Pinterpretation doctrinale. 


zusammenfassung 

Primdres Osteochondroblastom der 
Mittelhand 

Ein Fall von prinuirem Osteochondro- 
blastoni der Mittelhand bei einem 75 
Jahre alien Mann wird vorgestellt. 
Pathologische und klinische Envagung- 
cn werden gemacht fiber die Entwickel- 
ung und die Eigenheiten dieser Art von 
bdsartigen Tumoren, welche ini allge- 
meinen, wie auch was die Lokalisation 
die-e." Sender falles betrifft, aiisserst 
-eken "ind. Die Krankengeschichte 
und die I'.ehandlung in diesem Fade, 
iiber v. elehe dDkutiert wird. werden 
erdrtert. F< >lgcnde Schliisse, die kom- 
uiemiert werden leiten sick daraus her: 
Die Xiitzlichkeit der Rontgen-L’nter- 
'Uchung /ur Diagno'enstellung. Die 
\\ :ebtigkeit anat<>mi>ch pathologischer 
S’.ud'.en /ur l'e>t'tellung der Gutartig- 
he:t >-der t'.i.-artigkeil de" Tumors: die 
\ er'cluedenheit de" khni'cheii Bildes, 
auhangtg ’.>>n der liut- udcr Bu>ariig- 


keit des Tumors; Vorsicht in der Aus- 
legung morphologischer Bilder Ivlas- 
sischer Merkmale fur die Bosartigkeit 
eines Tumors in der Chirurgie des 
Krebses die die vollstiindige Ausrottung 
zum Ziel hat, muss Erfahrung und 
personliches Urteil die schulmassige 
Auslegung erhalten. 


SUMARIO 

Se da a conocer un caso de osteocon- 
droblastoma metacarpal primitivo, en 
un viejo de 75 ahos de edad; se hacen 
consideraciones patologicas y clinicas 
sobre las caracteristicas y evolucion de 
este tipo de neoplasma maligno, raro 
por su frecuencia en lo general y por 
la localizacion del caso en particular; se 
relata la historia clinica y la conducta 
terapeutica seguida, a cua! se discute; 
se hacen comentarios, derivando con- 
clusiones, a saber: utilidad del estudio 
roentgenografico para establecer el 
diagnostico; importancia del estudio 
anatomopatologico para establecer la 
benignidad o la malignidad del tumor; 
divergencias existentes en los caracteres 
clinicos con respecto a la benignidad o 
la malignidad del tumor; cautela en la 
interpretation de los fenomenos mor- 
fologicos, indicios ckisicos de la maligni¬ 
dad del tumor; basandose la cirugia del 
cancer en la exeresis amplia, la experi- 
encia y el criterio personal deben estab¬ 
lecer la interpretacion doctrinal. 


RIASSUNTO 

Osteocondronui primitivo del mctacarpo 

Un caso d’osteocondroma primitivo 
del metacarpo in un uomo di 75 anni 
viene riportato. Considerazioni pato- 
logiche e cliniche sulle caratteristiche di 
(juesto tumore maligno generalmente 
raro, e specialmente raro in questo caso 
di localizzazione, sono discusse. 
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neuropsychologic constitution of the in¬ 
dividual With such a thought in the 
background, those dealing with the 
problems as related to infancy and early 
childhood should avoid the pitfalls of 
empiricism. Early diagnosis will mean 
avoidance of delay, which, in cases of 
obstruction, is costly. 

In cases of congenital obstruction, the 
following must be given consideration : 

1. Congenital malformations of the upper 
gastro-intestinal tract, both intraluminal and 
extraluminal. In the first group of intra¬ 
luminal malformations belong atresia, sten- 
osis and diaphragms. Intraluminal new 
growths and, likewise, intussusceptions must 
be considered Extraiummal conditions in¬ 
clude incomplete rotations, herniation at the 
fossa of Treitr, duodenal compression by 
the superior mesenteric artery and vein, and 
adhesions due to peritonitis, prenatal and 
postnatal. 

2. Retroperitoneal neoplasms and neo¬ 
plasms of the kidney or pancreas. 

3. Inflammatory lesions within the duo¬ 
denum, such as duodenitis and ulcer. 

4. Imbalance of the vegetative neuro¬ 
mechanism 

Many basic normal values or devia¬ 
tions from the normal values may be 
determined by complete laboratory ex¬ 
amination. The author believes that 
such records are of value, if and when 
obtained, in rationalizing complications. 
Blood chemistry, chlorides, phosphates, 
calcium and the blood and urine diastase 
tests may yield information of value. 

In making the diagnosis one should, 
then, consider not only the primary 
lesion but also those factors which aid 
in estimating the patient’s chances for 
recovery. 

Complications. Although one may 
exert every effort and use every facility 
to estimate the patient’s condition, too 
often troublesome and sometimes fatal 
complications occur. They are unde¬ 
terminable by the clinical laboratory aids 
now at one’s disposal and are unpredict¬ 
able However, all complications 
are due to perverted or inhibited physio¬ 
logic functions, as a result either of in¬ 
herited or congenital conditions or of 


acquired conditions. In any case, 
trauma, inflammatory processes of 
either the infectious or noninfectious 
types, and new growths—benign or 
malignant—-are to be considered as 
etiologic factors. 

CASE REPORT 

R. A. B., a girl aged 12 months, bom of 
Russian parentage, was admitted to the sur¬ 
gical service August 20, 1938. The diagnosis 
on admission was “upset stomach." The phy¬ 
sician admitting her considered the case a 
problem of feeding and malnutrition. She 
was a breast-fed infant. At the time of ad¬ 
mission she weighed 12 pounds and 4 ]/• ounces 
(5,571.49 Gin.) ; length, 26 inches (66.04cm.). 

Family History. The child was born into a 
typical peasant family, the last of a series of 
12 in order of birth. Five sisters and five 
brothers were living and apparently well. One 
brother had been born with a cleft palate and 
harelip. One pregnancy had terminated at 
seven months with a dead fetus. The family, 
from a psychologic and sociologic study, was 
below average. There was a tendency to in- 
ebriacy in both parents. 

Present and Past Illnesses. The mother 
stated that the child had been a problem since 
birth and that during her lying-in period she 
had mentioned to the attending physician that 
the infant seemed to vomit too much at one 
time and too often. At home the baby did not 
gain in weight and had recurrent attacks of 
vomiting both of the ordinary spilling t>pc 
and the projectile type. The amounts vomited 
were always of large volume. This \omitus 
was at times clear but bile stained and at in¬ 
tervals had the appearance of “pea soup." The 
stools had varied in color from very light 
>c!low' to putty or clay colored. The mother 
could not recall any other diseases common 
to infancy. 

Physical livaminaitoti The child g.n e one 
the impression of premature ageing The skin 
was fair hut of poor turgor. The fairness ot 
the skin ua> accentuated by dark brown e\es 
and very tine auburn hair Her facial expres¬ 
sion was anxious as though appealing for help. 
Her cry, shrill and reedlike, gave one the im¬ 
pression of pain and discomfort Although 
the general muscle tone was jmkjt, she had 
sufficient strength to raise herself to a stand¬ 
ing jjosition, with the crib rail a- support. 
When lying down she was usually found in 
the prone |«>sitfon, nhich • led to \ * her 
considerable comfort and ‘ v 

1 (cad: This was norm * 

The anterior fontanel 
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dividual demonstration of signs and 
symptoms, the perception of which is 
purely subjective, i. e., the clinical diffi¬ 
culties due to the impossibility of having- 
adequate patients at one’s disposal at a 
given moment; and the dangers to which 
those patients are exposed when re¬ 
peated explorations are made, particu¬ 
larly in the case of numerous groups of 
students. Utilization of the cadaver is 
advocated as an auxiliary to the teach¬ 
ing of this particular branch of clinical 
surgery. This method would preclude 
certain dangers to the living subject in¬ 
herent in the demonstration of certain 
physical signs, such as crepitation of 
fractured bones, pateller impact, etc. A 
plan is proposed for teaching this branch 
of clinical work, the practical usefulness 
of which has been sufficiently demon¬ 
strated by the author in his course on 
surgical propedeutics at the University 
of Mexico School of Medicine. 

DISCUSSION 

Dr. Andre Crotti, Columbus, Ohio: I be¬ 
lieve there is a lack of accurate knowledge of 
anatomy, and this paper falls well into the line 
of endeavor of the International College of Sur¬ 
geons, which is not only to get together men of 
prominence all over the world but especially to 
center its attention on the younger generation 
of surgeons. This is the reason for the establish¬ 
ment by the College of surgical guilds or groups, 
and it is the desire of the College to have the 
younger generation of surgeons secure the neces¬ 
sary knowledge, in one line or another, which 
certainly is the fundamental principle of surgery. 
No one can be a great surgeon without also being 
an anatomist. Consequently, this paper is indeed 
timely. 

Dr. Francisco Castillo Najera, Ambassador 
from Mexico, stressed the necessity of anatomic 
teaching to younger men and its importance in 
medicine. 

Dr. Andre Crotti, Columbus, Ohio: We have 
here today a man who has been largely instru¬ 
mental in imparting to the International Col¬ 
lege of Surgeons the idea of surgical groups or 
guilds. The College owes him credit for the 
primary idea, because he started the formation 
of those surgical guilds in his own state. I have 
in mind Dr. Jepson, of Iowa. 


Dr. William Jepson, Sioux City, Iowa: My 
name has just been referred (o as one having 
imparted to the College the thought that men, 
in preparing themselves to rentier service more 
efficiently to their patients, could best do so by 
observing one another's work, and criticizing it. 
1 f it is poor, it should he so recognized and the 
individual told of it; if good, it should be com¬ 
plimented. 

Some of those present may not realize what 
one of these guilds may he like when functioning 
for some time. It was my privilege, nearly thir¬ 
teen years ago, associated with another physician, 
to select from the surgeons of our state some 
35 members. I was fairly well acquainted with 
the surgeons of the state, and we formed a clin¬ 
ical society, which was to meet at least twice a 
year and observe the operative work of the sur¬ 
geons located in the city where we happened to 
he meeting. Wc soon came to realize, first, that 
the number that could be well entertained and 
properly looked after in a group of that kind 
could not exceed 50, and, second, that they must 
he men possessed of a certain amount of clinical 
knowledge. We have never been short of hav¬ 
ing that full number of 50 men. In fact, we 
have a large waiting list, and at this time we 
have 32 of the members who met with us on the 
first occasion. 

As to the value of the cadaver in surgical 
teaching, it has been my privilege, in past years, 
to be related to the teaching of surgery, and 
during that time the plan was used, although not 
sufficiently. I doubt if any surgeon can ever be¬ 
come too well acquainted with the anatomy of 
the human body; and unless wc are acquainted 
with it we can hardly hope to render the efficient 
surgical service that we should. 

One can learn how to make an incision in the 
abdomen and remove the appendix, and a few 
similar operations, but that is not surgery, in my 
opinion. The person who does that is just a 
special technician, and if he finds cancer in a 
portion of the colon, or a tumor, or some other 
condition, he may not recognize it. A physician 
who had been for some years an assistant demon¬ 
strator of anatomy was consulted by a woman 
for removal of a large abdominal tumor. He 
mistook the condition for unilocular ovarian cyst, 
and although he said he had never operated on 
an ovarian cyst and never done an abdominal 
operation, he undertook to operate. When the 
tumor was exposed it was revealed that the pa¬ 
tient was in the eighth and one-half month of 
pregnancy. The one thing left to do was to re¬ 
move the uterus. Had he ever seen that done 
before? No! What saved him was the fact that 
he knew where the ovarian artery was, and he 
knew how to tie it, which he did. He knew how 
to use a Thomas clamp and how to sew up the 
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Fig. 3 Drawing showing rclroperitoneal portion of the duodenum ami jejunal loop with stoma Tiic 
insert shows the completed anastomosis. 


were freely movable A segment of the 
jejunum was brought over to the site of the 
exposed duodenum, and an anastomosis with 
silk was completed. The appendix was vis¬ 
ualized and found normal. The abdominal 
wound was dosed in layers, one cigaret drain 
being left in place 

Postoperative Course Immediate recover) 
from the anesthesia was satisfactory, but 
about 2:30 P. M. the rectal temperature rose 
to 107° F.. the pulse rate could not be 
counted at the wrist: this was accompanied 
by a convulsion Calcium gluconate and para- 
tin void hormone were given intramuscularly 
and seemed to exert a beneficial effect. Xo 
further convulsions occurred Subcutaneous 
fluids were forced ami shock treatment in¬ 
stituted, but progress was poor, and the child 


died at 5 P. M Regrettably, no autopss could 
be obtained. 

COMMENT 

The mechanics in the case reported 
here seem to be as follows: With the 
fixed portion of the duodenum proximal 
to the diaphragm greatly distended* and 
the segment distal to it in a state of 
normal lone, the weight of the mesen¬ 
teric root and its vessels acted in such a 
manner as to prevent the aperture be¬ 
tween the two from tending to enlarge 
from the distention* hut it rattaincu 
fixed or even became sma/fcr- * ,s 
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ling individueller Demonstrationen der 
Syiuplome und Anzeichen, deren Er- 
kennlnis eine rein subjective Angelegen- 
heit ist, die klinischen Schwierigkeiten 
die Unnioglichkeit eine ausreichende 
Zahl von Patienten zur Verfugung zu 
haben, die Gefahren denen die Patienten 
ausgesetzt sind besonders bei wieder- 
holten Untersuchungen in Fallen wo 
zahlreiche Gruppen von Studenten teil- 
nehmen. Der Gebrauch der Leiche ist 
gerechtfertigt als ein Hilfsmittel im 
Unterricht dieses besonderen Zweiges 
der Klinischen Chirurgie. Diese 
Methode wurde ausschliessen manche 
Gefarmomente denen ein lebendes Ob- 
jekt unvermeidlich ausgesetzt wird 
wahrend Demonstration mancher phys- 
ikalischen Symptonie, wie Krepitation 
bei Beinfrakturen, Keilfrakturen der 
Patella u. s. w. Ein Plan wird vorge- 
schlagen fin* den Unterricht dieses 
Zweiges der Klinischen Arbeit, dessen 
praktischer Wert ausreichend vom Ver- 
fasser in seinem Kurs der chirurgischen 
Propedeutik an der Universitat der 
Mexico School of Medicine demonstriert 
wurde. 

SUMARIO 

Utilidad Diddctica del Cadaver en 
Propedeutica Quinirgica 

Se consideran las dificultades in- 
herentes a la ensenanza de la prope¬ 
deutica quirurgica, respecto a la derno- 
stracion individual de signos o sintomas, 
cuya percepcion es enteramente per¬ 
sonal: dificultades de orden clinico, 
debidas a la imposibilidad de disponer 
en un momento dado de enfermos ade- 
cuados; peligros a que se expone a 
diehos enfermos en las exploraciones 
repetidas, con mayor motive si se trata 


de grupos escolares numerosos. Se 
preconiza la utilizacion del cadaver 
como auxiliar en la ensenanza de esta 
clinica, eliminandose el peligro que para 
el vivo presenta la demostracion de 
ciertos signos fisicos: crepitacion osea, 
choque rotuleano, etc. Se formula a 
continuacion un plan didactico de esta 
clase de trabajo clinico, cuya utilidad 
pedagogica ya ha sido demostrada por 
el Autor en la catedra respectiva, que 
es a su cargo en la Facultad de Medicina 
de Mexico. 

RIASSUNTO 

Utilita didattica del cadaverc itella 
propedeutica chirurgica 

La difificolta dell'inseguamento della 
propedeutica chirurgica, in riguardo 
alia dimostrazione individuale di segni 
e sintomi la cui percezione e puramente 
soggettiva; la difificolta d’ordine clinico 
di avere, al momento opportuno, i 
malati necessari; e i pericoli a cui questi 
pazienti sono soggetti, dopo ripetuti 
esami, specialmente con nnmerosi gruppi 
di stndenti, sono discussi dall'autore. 

L'utilizazzione del cadavere, come 
ausiliario all'inseguamento di questa 
particolare branca di chirurgia clinica, 
viene raccomandata. Questa metodo 
escluderebbe quei pericoli per il soggetto 
vivente, che sono inerenti alia dimostra¬ 
zione di certi segui fisici, come per 
esempio la crepitazione di ossa frat- 
turate, 1’impatto patellare, ecc., ecc. 

Un programma e proposto per 
I'insegnamento di questa branca clinica, 
la cui utilita pratica e stata sufficiente- 
mente dimostrata dall’autore nel suo 
corso di propedeutica alia Facolta Me- 
dica deH’Lhiiversita del Mexico. 


THESES FOR CANDIDATURE FOR FELLOWSHIP SHOULD BE ADDRESSED 
TO THE CHAIRMAN OF THE COUNCIL OF EXAMINERS OF THE INTERNA¬ 
TIONAL COLLEGE OF SURGEONS, 705-711, K. OF P. BUILDING, INDIAN¬ 
APOLIS, IND. 
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might have thrown more light on die 
condition. The diastase tests especially 
would have been of value, since the me¬ 
chanics of the distended duodenum 
tended to alter the tonicity of the 
sphincter of the common biliary-pancre¬ 
atic ampulla (papilla duodeni major), 
the ampulla of Vater and also the 
sphincter of the accessory pancreatic 
duct (papilla duodeni minor), so that 
the possibility of a reflux of the gastro¬ 
duodenal contents into the pancreas is 
not to be ignored. Such abnormal con¬ 
tents, I believe, would tend to change 
the normal pancreatic function by set¬ 
ting up a low grade pancreatitis. 

Effect of Atropine. A complication 
which has been observed prior to sur¬ 
gery in several cases of high obstruc¬ 
tion concerns the use of atropine. In 
each of the four recent cases observed 
(the one under my care and three called 
to my attention by a colleague), the use 
of atropine sulfate solution 1:1000 ( 0.1 
Gm. in 100 cc.) has resulted in a 
marked rise in temperature. I believe 
that with the ablation of the vagus 
nerves and the vagus nucleus, with in¬ 
crease in the esterase content and in¬ 
hibition of the production of the choline 
bodies or substances there is an immedi¬ 
ate overactivity of the sympathetic ner¬ 
vous system, probably with the over¬ 
production of bodies or substances re¬ 
ferred to as sympathins, which is also 
due to the overactivity of the center of 
the sympathetic system in the hypo¬ 
thalamus. Temperature increase is the 
result, with an accompanying increase 
in the metabolic processes, which, in my 
opinion, is not helpful in these cases, 
which show poor nutritional balance and 
a state of potential, if not marked, de¬ 
hydration resulting from continuous 
vomiting or excessive vomiting over a 
prolonged period ot time. 1 believe that 
further dehydration results from tile use 
of the drug, since with a temperature 
increase there is marked increase in 
perspiration, with a decrease in the renal 


output, and that such dehydration in¬ 
creases the danger of precipitating an 
alkalosis and its more serious sequela, 
tetany. Even though one attempts to 
avoid these disagreeable complications 
by supplying the dehydrated patient 
with fluids by the several accepted meth¬ 
ods, the results are not always success¬ 
ful. This complication may be con¬ 
sidered pharmacologic. I found no ref¬ 
erence to it in the literature at my dis¬ 
posal. Some works mention that this 
drug tends to cause a rise in tempera¬ 
ture, but no explanation is offered for 
the phenomenon. 

Shock. In this case and in two others 
of high obstruction, all in a state of 
partial dehydration and poor nutritional 
balance and therefore possibly with a 
low or labile serum protein level due 
to prolonged vomiting, profound shock 
with severe convulsions resulted in from 
four to six hours postoperative!}’. This 
syndrome appeared, although attempts 
were made to replenish fluid loss im¬ 
mediately after operation. Comment is 
herewith made on the possible ctiologic 
factors which enter into these complica¬ 
tions, and certain suggestions are made 
for postoperative care which might tend 
to prevent these complications. In fact, 
certain measures have been found rea¬ 
sonably beneficial and if instituted early 
might be life saving. 

Surgical shock, as one now under¬ 
stands its production, is the overstimula¬ 
tion of the sympathetico-adrenal sys¬ 
tem by and through the sensory nerve 
impulses. This presumably results in a 
vasoconstriction of the arterioles of the 
splanchnic and cutaneous areas, with a 
concomitant vasodilatation of the ves¬ 
sels of the skeletal muscles. Obviously 
in a dehydrated person this is a very un¬ 
desirable reaction, since it tends further 
to remove from the circulation the es¬ 
sential plasma with its contained scrum 
protein and the soluble salts of calcium, 
sodium, potassium and magnesium, and 
also those of the soluble phospl in 



316 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


type or even the second type with suffi¬ 
cient aperture evokes symptomatology 
of less serious magnitude, unless oc¬ 
cluded by a definite ingested mass, a 
bolus of food composed of roughage, for 
example, which cannot pass through the 
aperture, thus inducing a mechanical 
obstruction. It is in the incomplete type, 
in which the aperture is relatively small, 
that the greatest difficulty is experienced 
in reaching a diagnosis, without any re¬ 
gard to its intraluminal position. From 
a survey of the literature, the iris type 
of diaphragm seems to be the least dan¬ 
gerous. This type is usually not diag¬ 
nosed and may be found during ex¬ 
ploration of the gastro-intestinal tract 
or only at autopsy. 

Anatomic and Physiological Features. 
Obstruction by a diaphragm with an 
aperture insufficient in size to permit 
even rapidly ingested fluids from pass¬ 
ing through the aperture with a suffi¬ 
cient rate of flow to prevent the over¬ 
accumulation or flooding of the prox¬ 
imal side of the intestine may be com¬ 
pared to the pouring of fluid into a 
funnel with a small outlet. 

A review of the salient anatomical 
features of the duodenum, which play 
a definite part in the mechanics of the 
obstruction and the distention, is neces¬ 
sary. With the exception of the su¬ 
perior portion of the duodenum and the 
duodenojejunal flexure, the duodenum 
is retroperitoneal and fixed to the pos¬ 
terior abdominal wall without a mesen¬ 
tery. It is roughly a horseshoe-shaped 
structure, with its concavity to the left, 
housing the head of the pancreas. Its 
convexity is to the right and comes in 
close proximity to the right lobe of the 
liver above and anteriorly, and to the 
right kidney. At about the middle of 
the descending portion it is crossed by 
the transverse mesocolon, and in the 
region of the left half of the inferior 
horizontal portion it rests on the ab¬ 
dominal aorta, the vena cava inferior 
and the vertebral bodies. It is crossed 


anteriorly by the mesenteric root and its 
contained superior mesenteric vessels. 
Tt is between this root and the abdominal 
aorta that the ascending portion begins. 
Unlike either the stomach or the small 
intestines, distending forces can dis¬ 
place it only in those directions offering 
the least resistance; retroperitoneally, 
this would be limited to the ability of 
the distention to exert force against the 
peritoneum, the mesenteric root, and the 
inferior portion of the pancreatic head; 
the descending portion meets resistance 
from the pancreas on the left and the 
kidney and liver on the right, with the 
peritoneal reflection, as in the case of the 
inferior portion, almost completely cov¬ 
ering it and binding it to the posterior 
wall. It is only the superior portion and 
its flexure which are reasonably mobile, 
so that distending forces, whether gase¬ 
ous or liquid, may and can exert them¬ 
selves in all directions, and always along 
the line of least resistance. 

The abnormal anatomic condition in¬ 
itiates a picture of abnormal physi¬ 
ology, which expresses itself in recur¬ 
rent attacks of copious vomiting, the 
vomitus, depending on the site of the 
obstructing diaphragm, being occasion¬ 
ally or persistently bile stained. The 
clinical picture of malnutrition is pres¬ 
ent also. The normal peristalsis may 
show definite reversal, suggesting a 
peristaltic cutaneous wave propelled 
forward, meeting resistance, and caus¬ 
ing a reverse peristalsis. This is a 
manifestation of high intestinal obstruc¬ 
tion. 

Differential Diagnosis. Despite the 
increasing tendency towards specializa¬ 
tion, pediatrics is the province of the 
physician. It is during the period of what 
one likes to term obstetric pediatrics 
that intelligent diagnosis and treatment 
are of the utmost importance. It is my 
belief that anthropometric characteris¬ 
tics of the newborn, unless grossly devi¬ 
ated from the normal, only vaguely or 
not at all reflect the physiologic and 
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to replenish the loss. The excessive 
sweating which occurs hinders the pur¬ 
pose and decreases the value ot the 
fluids given in that salts and water are 
lost, but the static fluid within the tis- 
ues, as before mentioned, is not appreci¬ 
ably influenced. The result seems to be 
that within a few hours a state of de¬ 
layed or secondary shock is more 
forcibly precipitated. This is true in 
the type of cases under consideration, in 
which dehydration accompanied by 
nutritional imbalance is present. It 
would seem more logical, physiologi¬ 
cally, if the postoperative treatment of 
patients such as these were carried out 
in a room of moderately elevated tem¬ 
perature and only the lightest of bed¬ 
clothes used. Fluid replenishment then, 
if given slowly, will have beneficial 
effect, and at the same time effort should 
he made to support the circulatory sys¬ 
tem by overcoming the excessive stimu¬ 
lation of the sympathetico-adrenal 
system. 

4. High obstruction, by its tendency 
to dehydrate and place the patient in a 
poor state of nutrition, makes him a 
poor surgical risk. Although this is an 
accepted fact, it seems to be too often 
ignored pre-operative!)’ and postoper¬ 
ative!)’. In spite of the very splendid 
contribution to the subject by Stenson, 
it seems logical to assume that, for pur¬ 
poses of alimentation, some avenue 
should be found for introducing the 
necessary fluids into the system outside 
of parenteral medication. Further 
studies in this direction may throw some 
light on the problem. 

Stenson. whose study of the literature 
on duodenal occlusion in the neuborn 
revealed "several hundred reported 
cases in which there were only 15 re¬ 
coveries.'' including his mvn case, con¬ 
siders enterostomy fatal in the newborn. 
Enterostomy may he impossible because 
of a narrowed lumen or contraction 
from disuse. He states that gastro¬ 
enterostomy, duodenojejunostomy, cn- 


tero-enterostomy and iieocolostoiny are 
better tolerated and are the safest pro¬ 
cedures when they are strictly indicated. 
He points out the fact that a collapsed 
bowel may simulate the appearance of 
atresia. The presence of a lumen was 
not established in his case until a trans- 
duodena! hand was cut and a kink in the 
intestine was straightened out, after 
which the seemingly atretic duodenum 
ballooned out with the passage of air. 
The operation, which was performed on 
a premature twin, soon after birth, had 
to be interrupted several times because 
of surgical shock. The wound was 
covered with a moist laparotomy pad 
and a couple of minutes were allowed. 
Such moments of respite, he believes, 
played an important role in the patient's 
recovery. 

In any event, the critical condition of 
the patient is no contraindication to 
operation, as death would occur inevi¬ 
tably without such surgical intervention 

5. In cases in which, due to pro¬ 
longed vomiting, dehydration has pro¬ 
duced a physiological imbalance border¬ 
ing on an alkalosis, administration of 
carbon dioxide inhalations postopera- 
tively is a valuable adjunct in prevent¬ 
ing and combating tetany. It was 
demonstrated in one case that hyper¬ 
ventilation induced by the use of oxygen 
precipitated tetany which was controlled 
by giving inhalations of carbon dioxide. 
The carbon dioxide seemed to re-estab¬ 
lish. even though transitorily, physio¬ 
logic stability probably by temporary 
reversal of the hydrogen ion concentra¬ 
tion from the alkaline phase to one with¬ 
in the neutral range and therefore more 
equitable to sustain the essential vital 
functions. This observation scene- to 
he supported bv accumulated data in the 
literature. 
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the stretched but still constricting pylorus, at 
the first observation, gave one the impression 
of an hour-glass stomach. After careful ex¬ 
ploration, especially in the region of the fossa 
of Treitz, and also in that of the superior 
mesenteric vessels, at which regions no addi¬ 
tional pathologic changes were noted, it was 
decided to explore the descending and trans¬ 
verse portions of the duodenum. With the 
exception of a few fragile adhesions in the 



a small aperture through which the tip of the 
exploring finger could be passed, but with a 
sense of resistance comparable to that which 
the finger meets in digital exploration of a 
small, circular-type, virginal hymen. With¬ 
drawal of the finger gave one the impression 
or sensation of a circular constriction slipping 
off the finger tip. This exploration having 
been completed and confirmed by my as¬ 
sistant, I felt that the pathologic findings con- 



Fiff. 2. A, schematic representation of the normal relationship of the 
stomach and duodenum. B, schematic representation of the acutely dilated 
stomach and the duodenum, with the pyloric ring, placed on an acute 
stretch so that the gastroduodenal distention gives the appearance of an 
hour-glass stomach. The usual sites for this congenital obstruction are 
either in the neighborhood of the papilla of Vater or at the duodenojejunal 
juncture. The former is twice as common as the latter. The obstruction 
in the author’s case was at the duodenojujunat juncture. 


region of the first portion of the duodenum 
and gallbladder and with the exception of the 
stretched pylorus and the postpyloric distended 
duodenum, nothing specific was found. A 
small incision was made into the duodenum, 
through which gas and thin greenish fluid 
welled, deflating the stomach and emptying 
the duodenum of its contents. The gross de¬ 
formity of the stomach and the duodenum no 
doubt prevented the tube from reaching fluid 
contained in the dilated and distended duo¬ 
denum. The marked distention of the stom¬ 
ach, even though pre-operative aspiration had 
been accomplished with good return of fluid, 
may readily be considered as being due to 
aerophagia during the early stages of anes¬ 
thesia. The duodenum having been opened, 
a finger was introduced in its lumen and ex¬ 
ploration carried on, until an intralumenal ob¬ 
structing region was found in the transverse 
portion, to the right of the vertebral bodies. 
The obstructing body seemed flexible and had 


firmed my pre-operative diagnosis of incom¬ 
plete congenital duodenal obstruction. The 
surgical pathologic diagnosis was incomplete 
congenital duodenal obstruction, resulting from 
a diaphragm with small aperture. 

A duodenojejunostomy was attempted as 
the corrective measure of choice. The hepatic 
flexure of the colon was grasped gently, and 
slight traction was exerted on the mesocolon, 
thus exposing the posterior peritoneum and 
ihe mesenteric root. With the finger as a 
guide in the lumen of the inferior portion of 
the duodenum, the tip touching the obstruc¬ 
tion, an incision was made through an avascu¬ 
lar portion, exposing the retroperitoneal 
duodenum, through which the incision was 
continued, the opening made being about 2 
cm. long. No anomalous condition was found 
in the region of the mesenteric root, which -was 
to the right of the incision, nor could the 
obstruction have been caused by the superior 
mesenteric artery and vein, which structures 
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I N regard to the roentgen picture of 
the stomach, the organic hour-glass 
shape is a well known feature. A 
rare complication of chronic gastric 
ulcer is an extensive shortening of the 
lesser curvature in the longitudinal di¬ 
rection. Characteristic of these cases is 
an abnormally short or spiral-shaped 
lesser curvature; the cardia and pylorus 
are near each other, the latter being 
drawn upward and to the left, and the 
ventricular angle has disappeared. The 
greater curvature usually forms a large 
pouch. This type of stomach is often 
called “tobacco-pouch stomach.” The 
duodenum is also involved in the ulcer¬ 
ative process. The extreme cases are 
called in the literature “fistula or 
pseudofistula gastroduodenalis.” This 
term does not exactly express the patho- 
logico-anatomic changes. 

Tn the following section one case is 
reported, in which the stomach could he 
examined also by autopsy. 

REPORT OF CASE 

History A man aged 71 was admitted to 
the hospital in February 1936 with the clin¬ 
ical diagnosis of myodegeneratio cordis, 
ulcus \cntricutf and hypertrnphia prostatae. 
\lread\ at the age of 24 the patient some¬ 
times had pain in the stomach immediately 
after meal" and after eating sour food in 
general. nl"o after physical exertion There 
were long periods without such pain The 
-.tools were usually solid, sometimes of tarry 
appearance Once, at the age of 64, vomit¬ 
ing of blood occurred During the last 


years there were symptoms of cardiac fail¬ 
ure and difficult micturition. 

The patient had always been thin and at 
the time of admission was emaciated and 
acrocyanotic. The heart was enlarged, and 
the sounds were dull. The blood pressure 
was 162/SO mm. of mercury. Pulmonary 
edema was present, and the liver was 
slightly enlarged. The prostate was en¬ 
larged, but there was no pain on palpation. 
The urine contained colon bacilli. The feces 
were normal. The red cell sedimentation 
rate was 22 mm. per hour. At the time of 
admission there were no symptoms of dis¬ 
turbance of the digestive tract. Gastric 
analysis after a test meal showed 30 cc. of 
poorly digested contents, a Congo red re¬ 
action and an alkaline reaction. 

Digitalis was given, whereupon the 
symptoms from the circulatory apparatus 
disappeared and the blood pressure de¬ 
creased to 140/S0 mm. 

At Christmas of 1937 the patient com¬ 
plained of stomach trouble, consisting of at¬ 
tacks of pain, especially after ingestion of 
solid food The food seemed to “come to a 
slop near the umbilicus.*’ The same symp¬ 
toms had occurred previously, but were not 
so pronounced Gastric analysis showed an 
alkaline reaction for litmus 

Roentgen Examination A large air bubble 
was seen in the stomach. The diaphragm 
seemed to he extended The barium meal 
passed the cardia without any obstruction 
filling up the stomach, which was small 
The distance between the cardia and the 
pylorus was about 2 cm The pylorus wa** 
drawn upward and could not he separately 
seen. Stenosis was probably present, ns in¬ 
dicated by the large air bubble The 
duodenal cap was not visible. The shape of 
the stomach did not change in different 
positions, which was probably due to nd- 


* Read at ll»< Imcrnainmal Scientific \s 
Ma> 22. 10W 
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quite within reason to assume that the 
contour of such an aperture is altered 
due to the distention above. 

The malformation of the duodenum 
here described set up a train of malfunc¬ 
tions in the physiologic processes of di¬ 
gestion and assimilation, such as re- 

o 



Fig. 4. Drawing showing the greatly distended 
stomach and superior portion of the duodenum. 

verse peristalsis, reflex vomiting, and 
dehydration, which influenced the physi¬ 
ologic activities of the endocrine-vege¬ 
tative-nervous system and the pn of the 
tissues and body fluids essential to life. 
Inorganic and organic chemistry and 
the physiology of the body as a whole 
were affected. 

COMPLICATIONS 

The complications in the case here 
reported may be explained as follows: 

1. The genesis of the anatomico-physio- 
logic lesion was defective development of 
the duodenum. 

2. The distention and the dilatation of 
the stomach and the duodenum, with the 
excess fluid and possibly also the irritating 
action of the partially digested and fer¬ 
mented food material, induced repeated at¬ 
tacks of vomiting. 


3. The repeated attacks of vomiting 
tended to act in several ways: (a) Ingested 
food, except for a relatively small portion, 
rarely was completely digested and reab¬ 
sorbed in the gastro-intestinal tract, (b) 
The repeated attacks of vomiting tended to 
keep the body in a state of dehydration, 
(c) The obstruction being high, the impor¬ 
tant basic constituents of the body fluids 
and tissues were being constantly lost, 
namely, the sodium ions, loss of which tends 
to rapid dehydration, and also the chloride 
ions, loss of which changes the pn of the 
body and tissue fluids, tending to expedite 
the onset of an alkalosis and tetany. With 
the chloride loss there is also a loss in the 
carbonic acid, both essential in the mainte¬ 
nance of the normal pn. fd) Thus in this 
case with almost constant fluid loss, com¬ 
parable to prolonged duodenal drainage, 
with the second factor of incomplete diges¬ 
tion and poor assimilation of such food 
material as passed by the obstruction, the 
patient was in a state of partial dehydration, 
with a very labile pn and poor nutrition. 
Since relatively normal constancy of the pn 
is essential to all functions, such etiologic 
factors as aforementioned will necessarily 
upset such a balance and thereby tend to 
alter the intimacy of the relationship be¬ 
tween the glands of internal secretion and 
the nervous system, in this case especially 
the vegetative nervous system, thereby in¬ 
creasing the danger of alkalosis and tetany. 

4. Also, one may apparently assume that 
this child was deficient in her labile protein 
stores, first, because she at no time had an 
adequate intake of protein which completed 
the process of digestion and assimilation, 
owing to her repeated attacks of vomiting, 
such food elements as did pass by the ob¬ 
struction not being sufficient to maintain a 
relatively stabile protein store; second, be¬ 
cause over the period of a year no effort 
had been made in any of her treatments to 
sustain her nutrition, other than by the 
process of empiric therapeusis. Whether 
the obstruction is in an infant or an adult, 
it is obvious that, instead of physiologic sta¬ 
bility, a potential physiologic lability is cre¬ 
ated. In these cases the balance is further 
altered by pharmacologic reactions and 
physiologic reactions due to such a drug as 
atropine and to surgical shock with pictures 
such as will be outlined. 

The patient was not given the benefit 
' a complete laboratory work-up which 




ulcerative process in the lesser curva¬ 
ture. The ulcer penetrated into the wall 
of the stomach. Perigastritic processes 
developed, and as a consequence forma¬ 
tion of numerous adhesions to other 
organs occurred. Gradually the layers 
of the lesser curvature had been replaced 
by scar tissue, cicatrization had taken 
place, and a spiral-shaped involution had 
resulted. A pyloric stenosis developed 
simultaneously. All the aforementioned 
processes seemed to have been of long 
duration. The achylia was evoked by 
the atrophic mucosa. Malignant de¬ 
generation seemed to have occurred re¬ 
cently, but the exact time could not be 
determined. The clinical, roentgeno¬ 
logic and patliologico-anatomic findings 
corresponded with each other. 

REVIEW OF THE LITERATURE 

The cases which in the literature are 
called “fistula or pseudofistula gastro- 
duodetialis” can be regarded as rare in¬ 
ternal fistulas. Previously they were 
met with only at autopsy. In most of 
the cases the etiologic factor is a chronic 
gastric nicer. Among other extraven¬ 
tricular factors may be mentioned 
tumors, adhesions and contracture of 
the omentum and advanced lesions of 
the gall organs. 

From the older literature some cases 
may be cited. Dittrich* described a 
case in which, owing to a chronic gas¬ 
tric ulcer, the lesser curvature adhered 
to the duodenum and a perforation en¬ 
sued in the resulting wall. The pylorus, 
situated at the border of the new open¬ 
ing, was normal. Mohr (IS42)' 5 re¬ 
ported an almost similar case. 

In a case described by Cruvedhier 
( 1S52 )* the stomach had the shape of an 
hour-glass; in the lesser curvature an 
ulcer was found. 8 cm. in length, which 
communicated with the pouchlike en¬ 
largement of the distal part of the 
stomach am) through this with the small 
intestine. 

Rokitansky (18f>l p" mentioned that 
an abnormal opening between the stom¬ 


ach and the duodenum may occur in 
connection with a chronic gastric ulcer. 
Also in many cases an ulcer is found in 
the duodenum near the pylorus. This 
process may be associated with the ulcer 
in the stomach in front of the pancreas 
but behind the pylorus. This can give 
rise to a new communication, and the 
pylorus can he excluded. Rokitansky 
seemed to presume the occurrence of two 
ulcers, one in the stomach, the other in 
the duodenum near the pylorus. This 
fact should explain the scarcity of these 
cases. 

Thierfelder (1S6S)’” reported a case 
in a woman aged 46. As a condition for 
the development of this abnormal com¬ 
munication he mentioned the following: 
The lesser curvature usually forms an 
angle. In some patients this angle may 
be so small that both parts of the curva¬ 
ture come near to each other. When an 
ulcer ensues, the aforementioned small 
angle and the short space between the 
two parts of the curvature are circum¬ 
stances favorable for an adhesion of 
these parts. When the ulcerous process 
with its accompanying changes develops 
further, a partition wall in the stomach 
may occur in a later phase. Perfora¬ 
tion can take place in this wall between 
the corpus and the canaiis. or, provided 
the duodenum is involved in the proc¬ 
ess, between this organ and the stomach. 
The fistula appears in an advanced 
stage. During the course of the disease 
a large part of the musculature is either 
weakened or destroyed, in consequence 
whereof the stomach lacks its normal 
peristalsis. The distal part of the 
stomach is poiicblike and enlarged, 
partly by reason of the circumstances 
just mentioned and partly owing to me¬ 
chanical factors such as the weight of 
ingesla or to stenosis. Welch (1885F' 
wrote about this feature in two cases 

It may he briefly said that almost 41 
the authors suppose that the patlmlogu 
changes develop along the lines ' A- 
scribed. 
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ionizabie form. By such pooling or 
stagnation of the plasma, no doubt, one 
further changes the pn of the body 
fluids, which tends to cause an im¬ 
balance between the soluble and insolu¬ 
ble calcium ions, also, through the 
change in the pH, to interfere with the 
proper action of the parathyroid gland 
and its hormone. One may assume that 
with the pH in dehydrated individuals 
ranging toward the alkaline phase, the 
serum albumin will, since it has ampho¬ 
teric properties, link itself more readily 
to the ionizabie calcium and in this way 
alter the calcium concentration, so that 
tetany in these cases is readily precipi¬ 
tated. With the removal of the blood 
plasma, such dehydrated patients are 
quickly and, on occasion, dramatically 
thrown from a state of stability into one 
of lability with resulting alkalosis and 
tetany. In the case here reported and 
in one of stenosis, favorable results 
were obtained by the use of parathyroid 
hormone and calcium gluconate, sup¬ 
plemented by magnesium sulfate, in¬ 
jected intramuscularly at intervals. This 
therapy was dramatically effective in 
both cases in controlling and preventing- 
further convulsive seizures. In the third 
case which I saw, the patient did rea¬ 
sonably well, but a very interesting fact 
was that, although the child ceased 
breathing, it was possible to resuscitate 
it with inhalations of carbon dioxide; 
however, as soon as oxygen was em¬ 
ployed the child had convulsions, be¬ 
came cyanotic, and ceased breathing. 
This demonstrated very well the activat¬ 
ing of tetany in a dehydrated patient by 
hyperventilation.* 

This case also demonstrated another 
interesting fact. It was observed that 
with fluid intake restricted to water no 
convulsions occurred, but when mother’s 
milk, although low in phosphate content, 
was substituted, convulsions were pre¬ 


cipitated. It must be noted that this case 
was further complicated by a secondary 
wound infection, which caused a rise in 
temperature, a condition not at all de¬ 
sirable in a relatively normal case and 
certainly not in one instabile due to de¬ 
hydration. 

CONCLUSIONS 

1. One often overlooks the physio¬ 
logic instability of patients. Too often 
one is lulled into a false security by ex¬ 
pectantly giving fluids by the several 
routes, forgetting that, in cases of high 
obstruction, the patient has been de¬ 
prived of the essential products of di¬ 
gestion and the assimilation of these 
products in that portion of the small in¬ 
testine distal to the site of the obstruc¬ 
tion and its degree of occlusion influence 
the picture. 

2. Shock presumably increases the 
permeability of the capillaries, tending 
thereby to encourage the leakage of 
plasma into the tissues of the viscera 
and muscle. The volume so removed 
from the general circulation is reason¬ 
ably large and its diluent value is lost 
along with the neutralizing and stabiliz¬ 
ing values of its contained solutes. 
Fluid and solutes so removed no longer 
play any part in vital function and espe¬ 
cially in maintaining a stabilized hydro¬ 
gen ion concentration essential to vital 
function. With such deviations from 
the normal, the intimacy of the relation¬ 
ship between the vegetative nervous 
system and the glands of internal secre¬ 
tion is thrown into a state of imbalance 
and tetany is more likely to occur. 

3. One would do better not to de¬ 
hydrate infants and children further by 
the routine treatment of excessive cov¬ 
erings and packs of hot water bottles, 
presumably with the idea of combating 
shock, even though fluid is being given 


*In di*cus>ing the treatment of the tetany syndrome in the newborn. Shannon has called attention to 
the precipitation of calcium salts at the site of local iniections of calcium gluconate and also at points in 
the body remote from the site of injection In the cases reported by him reabsorption eventually occurred, 
apparently without damage, but further consideration must he given to the facts he has presented. 
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pouch appeared in the same place. The 
opaque meal passed directly from this 
pouch into the upper portion of the 
duodenum. Operation was not per¬ 
formed, but the patient remained under 
observation for two years, and the 
stomach was unchanged at four roent¬ 
gen examinations. 

Dyes (1934)’' reported a case in 
which a niche was seen in the lesser 
curvature near the pylorus. Four years 
later the niche had disappeared and the 
pylorus was involved in the spiral-like 
rolling in of the curvature. 

In the case of Frank (1938)“ the pa¬ 
tient had suffered from gastric dis¬ 
turbances since 1918. Five years later 
he had a hematemesis, and one year 
from this time a gastric ulcer was found. 
Hematemesis occurred again in 192S. 
At roentgen examination in 1930 a 
filling defect in the lesser curvature was 
seen, and carcinoma was suspected. The 
patient was examined again in 1934 and 
1936; at the last examination the 
stomach had the shape usually found in 
cases of so-called gastroduodenal fis¬ 
tulas. 

in most of the cases the history of the 
disease extended over many years. In 
the case reported by Ludin" this time 
was thirty-eight years; Mclchart” men¬ 
tioned twenty-seven years and Frank" 
thirteen years, the period being forly- 
-even years in our case. Nothing can 
he said with cemintv about the time 
elapsing from the beginning of the 
ulcerative process to the formation of 
ihe fistula, lit some cases the develop¬ 
ment seems to take place in a short time. 
In the ca c e reported l>v 1 lautefeille* the 
time was one year, after which the 
stomach remained unchanged for two 
rears According to Dyes.* the time 
was four tears, and in Frank’s" case it 
was thirteen tears. Monroe” mentioned 
nine tears, hill his patient was operated 
on twice. 


ETIOLOGY 

Although the aforementioned extra¬ 
ventricular etiologic factors and in some 
cases a spastic contracture of the lesser 
curvature may be considered as the 
cause of the herein mentioned changes 
in the stomach, it is apparent that a 
chronic, mostly neglected gastric ulcer 
is the main cause of the disease. Dur¬ 
ing the development of the process the 
lesser curvature slowly diminishes; tile 
muscular layers are affected and finally 
destroyed and replaced by scar tissue. 
The ulcer itself, however, is not enlarged. 
Inflammatory processes nriv involve the 
serosa anti later the omentum also. The 
latter and the ligameutum liepato- 
duodeuale shorten gradually. In many 
cases adhesions to the liver and dia¬ 
phragm ensue. Because of the shorten¬ 
ing of the lesser curvature, the pylorus 
is drawn up toward the cardia, and the 
curvature at the same time becomes 
straighten The canalis is directed up¬ 
ward and in some cases to the left. The 
whole stomach is situated to the left of 
the midline. The duodenal cap is also 
affected and drawn into the process, and 
in later phases it cannot he distinguished 
separately in the roentgen picture. The 
upper part of the duodenum is drawn 
toward the pylorus, and the arch in the 
first portion disappears. Owing to the 
formation of scar tissue in the different 
portions, these become rigid, and the 
normal peristalsis ceases. The primary 
ulcer may disappear or he deformed to 
such an extent that it is impossible to 
determine its position in a later phase. 
In some cases both portions of the lesser 
curvature are joined and form a parti¬ 
tion wall in the stomachic picture. This 
wall may he the site of a later perfora¬ 
tion. 

The localization of the fistula and the 
extension of the processes vary, lint 
usually the first portion of ’ '—s' ,.jin 

is the site of the . 

Hautefeille’ mentioned 
tinn and Moiroud" t’ 



rTf Or ^ u 1V 

. to be D«.to>r R Sor. 3 •t«» Succcs „ 

tlon 'nW Pin ) 1933. r \V.: Cons, Qbst. 

*^ 4 rt£ss-^- , c 

_ 


jOUKivrx^ - 

326 -o-ical oddities to be 

longer D u ”'{ n ; M 6„es. ~ c 

co f* r *&$&&* 
SsSf xxtim.'*i % £ & «' 3 


logical ,y 0 i the 

fliasoosis- rcovescots rlia°- 

“ V This ease iep> dday ed dia= 

^ : SSe^^“"’ ro ° n 

F°r U t 'u‘ n k Doctors F. 

Sf SS '-U.ie 


B ,BUOGh^ tlY 

. A. 


. ^;\ie P r * liv 

, vsicholUs, A- b;.:. & Fcbiger, 

rs &4 

ciples o c kap. 20, Textbook °t 

laf^r>r^ 

“ d ' d 34°jS“ft f“‘S“ e M»»4 s „. 
S?iSs S -S, $ ^ fS, 

"^ssr o^issf Sr ■'« 

gS.1^—-* „ «, r».zs*t®St 


U Tay'o.o % B; Y J,r«»t»'V<.od 

B? st - £ Medical Practice, perties, phys- 

,i a) cto««'» -* ' .._. water totaace. 

- -* A 


.1 ,, 1C stoma'-". - - The 

DiUtat‘ 0 « o/junel W 31. 1VaUo ur, D ; ^ V 

e,“ne 0 SS'SSjf” 

Sscsr^S 

St V. » 8 -155-1=8 

Hunter, B- P Hcum, Arcl c , 

A"°"fw33 , ,al D—*“• S “" 

(, s? 1 ,? br““l 0 — ^ ta - 

V M g“ffiSS* »S the Pt— 

“fl t. 

oSsr'-rt S’- Td^Sr*-** 
pSS 8 ' 5 '*” fcD —— 

smab mtest nc - Atresia of tion; 

Morton, J- -l aei 1025. t •. Obstrv 

Dls, Clnb!. 23 Jones, * S ur g - «» 


st^ k fe sssr its- 

y-'. m metabolism, PP obstTUC tion of » 

ca } c r v ■. CongemW ? truC tion 

Bird. • Suree rv, 466-45 , Conge nital O 

^Senoieiunostomy at 

Bolimg. denU m uu T)26. , 7 p\u\a- 

of the jyjg. 83 '.34 p a tho\ogy, e 'u, c0 n- 
Days. A* 1 "'- . Textbook ot t hap . 2, Boct> 

Boyd, • • pebinger. Wf’ B 

, de lplua, L ^ case , PP . 366-372- phto delph«, ^ ■ and 

slants m d - £ Patb°'o=>i 3 The stomac 

iliSSsSsSs-' 

\V B. Saunders to., 


Morion, j- j- x]\, tviJ. ,, t •• Obstruction^ 

w s ” r -„ „, e 

»y N 3 v> -: ’gsg-STtST®** »j 

. P „ nf Children L ippt" c °“ „°ubolism mid 


529°-S49 t° ct \i 19 and ScWossman, ^ - p t ei 

tVif SXIS »d 

3 s 4), PWfti*. ITS”'S. 243-300. 

A. V03 0 tbe keaUby mfmk bP e teta „y, P- 

-rSt »-■ 5 "“” J> , be stomaelt t»l - 
>*. Vol 4*- »-» * othc , .o., e e— 

testines. i a Uormations mfants; 

l a) ,- 210 - 212 - , usturbances ot mm 

anomalies nUtr itional dtst l53 _ 1Q9 . { . mc> , 

n ^Dystrophies ,n ' n metabolism ' a 6 

n ',X y ’pathology oi t'm V , SlU '- 

a “' ■.:; ob«t,ucuo» ** 
1939. . E \. i Oongemda ^ Tuo Aear O 3 

T ss^srsfr* is * s 

ch-s le “' s ' 

Keichert, F^ J7 ( j u ly) 19 
West, men- 


SF.UDERLING —INVOLUTION OF LESSER CURVATURE OF STOMACH 


335 


71 is described, in which the history ex¬ 
tended over forty-seven years. The 
patient was operated on, but died Post 
mortem the stomach was seen to be 
small. Extensive scar tissue divided it 
into two parts. Macroscopically no 
tumor was visible. In a specimen from 
the lesser curvature malignant degen¬ 
eration in some cells could be seen 
Cases from the older literature and 
from the literature relating to roentgen 
findings are cited. The etiologi 1 -. usu 
ally a chronic gastric ulcer Advanced 
cases of this type seem to be rare 

We take pleasure in thanking I’rot Dr H 
Bard/, Physician-in-Chief at the Maria Ho-pital, 
Helsinki, for his assistance Further thanks are 
due to Prof A. Wallgfen for his help m examin¬ 
ing the microscopic preparations and for giving 
us valuable advice. 
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RESUME 

Involution dc la petite courburc dc 
I'estomac consccutif a tut ulcere 
gastrique chroniqitc 

Le malade ago do soixanto-et-onzo 
ans avait souffert dc troubles gastriques 
pendant les dernicres quarantc-scpt an- 
nccs. II tut opere, ntais no survecut pas 
a l’operation. A l’autopsie, on trouva tin 
petit estomac divise on deux comparti- 
ments par du tissu cicatriciel. Macro- 
scopiqucment, aucimo tumour n’etait 
visible. Dans tm specimen prelcve do la 
petite courburc, oil constata de la degen¬ 
eration maligue dc quelqties cellules. 

L'autcur cite des cas recueilles dans 
la litterature. L’etiologie est generale- 
ment tin ulcere gastrique chroniqtie. Lcs 
cas avances de cette nature sont pen 
frequents. 


ZUSAMMENFASSUNO 

Involution dcr Itlciiicn Curvutur dcs 
Magcns als Komplikation dues 
chrouisclicit Magengcschwiirs 

Ein Fall von Involution der klcincu 
Kurvatur ties Magcns hei einem 71 
Jahre alten Mann wird he.schriehen, hei 
dem das Leiden sicli filler einem Zeit- 
ratim von 47 Jahreii erstreckt. Der 
Patient wtirde operiert und starh. Die 
Autopsie crgali einen kleinen Mngen. 
Ausgeclehntes Xarbcngcu cbe teilte ihn 
in 2 Teile Makroskopisch war kein 
Tumor itachweishar. in einem Schnitt 
der kleinen Curvatur koimte hosartige 
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RIASSUNTO 

Ostrusione intestinale dovuta a 
dioframma diiodenale incomplete) 

1. Lc ostruzioni congenite dell’in¬ 
testine) tenue non sono piu considerate 
come rarita chirurgiche; da trattarsi 
con un punto di vista pessimistico. 

2. Sebbene la chirurgia non porta 


pericolo per il paziente, spesso il malato 
viene diretto al chirurgo, in uno stato 
disavvantaggioso, per una diagnosi 
protratta. 

3. Il caso riportato e un esempio 
degli insuccessi dovuti a una diagnosi 
protratta, che la sintomatologia del caso 
era stata interpretato come dovuta a 
cause ordinairie di vomito. 


-o9o 


Plans for the establishment of the American 
Museum of Health were announced at dedica¬ 
tion ceremonies held in the Hall of Man in the 
Medicine and Public Health Building at the New 
York World’s Fair on June 17. The Carnegie 
Corporation, the Rockefeller Foundation, the 
Oberlaender Trust and the major life insurance 
companies have made possible the founding of the 
museum and acquisition of most of the displays 
at the Medicine and Public Health Building. 
These exhibits will be maintained and expanded 
in a permanent health teaching center in New 
York City at the end of the fair. At the formal 
exercises dedicating the museum, Dr. Livingston 
Farrand, President Emeritus of Cornell Uni¬ 
versity, presided, and the speakers included 
Mayor La Guardia; Grover A. Whalen, 
President of the Fair, and Drs. Edward S. 
Godfrey, Jr., Albany, state health commissioner; 
John L. Rice, City Health Commissioner; 
Arthur W. Booth, Elmira, N. Y., Chairman of 
the Board of Trustees of the American Medical 
Association; George Baehr, of the New York 
Academy of Medicine; Abel Wolman, Balti¬ 
more, President of the American Public Health 
Association; Louis I. Dublin, Chairman of the 
Executive Committee on Medicine and Public 
Health for the fair, and Homer Calver, secre¬ 
tary of the museum and director of the fair’s 
health exhibit. 


Dr. Oscar B. Nugent has just returned from 
a month's vacation and has resumed his work 
at the Chicago Ear, Eye, Nose & Throat Clinic. 

-o- 

Correction 

Through an inadvertence, in reviewing the 
scientific exhibits of the International Assembly 
of the International College of Surgeons held 
in New York May 21-23, no mention was made 
of the excellent motion picture exhibited by Dr. 
Morris C. Lippman of New York City entitled, 
“Nasal Plastic of a Humped and Elongated Nose 
with Bulbous Tip.” The instructive exhibit con¬ 
sisted of lantern slides, photographs and trans¬ 
parencies, casts and moulages, and instruments 
and accessories. This made a well rounded and 
intriguing display of material on plastic surgery 
of the face and facial features. Technic, anes¬ 
thesia, and postoperative results were included. 

-o- 

Plans for the National Assembly of the 
United States Chapter of the International Col¬ 
lege of Surgeons, to be held at Venice, Florida, 
February 12 and 13, 1940, are progressing very 
swiftly and favorably. 


NOTICE: —THOSE INTENDING TO PARTICIPATE IN THE SCIENTIFIC PRO¬ 
GRAM AT THE NATIONAL MEETING OF THE UNITED STATES CHAPTER 
OF THE INTERNATIONAL COLLEGE OF SURGEONS IN VENICE, FLORIDA, 
KINDLY COMMUNICATE PROMPTLY WITH DR. FREDERICK M. DOUGLASS, 
421 MICHIGAN STREET, TOLEDO, OHIO, OR WITH DR. FRED H, ALBEE, 
57 WEST 57TH STREET, NEW YORK CITY. 



HORMONOTHERAPY IN MASTOSIS 

PROF. DR. EDUARDO BELLO 

JAM A. FF.Hl' 


D URING the period of bcxual ac¬ 
tivity or at the menopause certain 
benign changes in the mammary 
gland are prone to take place The^e 
changes are in the nature of tumors, 
varying from simple indurations to 
cystic formations (degenerations) and 
are not malignant, although it left un¬ 
treated they may progress to malig¬ 
nancy. 

ft was formerly my practice to re¬ 
move these growths surgically, hut re¬ 
cently I have learned to associate them 
with certain menstrual change*', for tn 
all instances an accompanying unbal¬ 
ance of ovarian hormone secretion’ J 
has been observed. 1 first began the 
practical application of hormonotherapy 
in breast hyperplasias in 1936, employ¬ 
ing it in the case of a patient who would 
not consent to operation. 

CASK REPOUT 

This patient, aged 50, had had two normal 
pregnancies followed by two abortions, the 
last when 40 years of age. Her mense*\ be¬ 
gan diminishing at 44 and ceased at 48 Her 
ensuing menopause was decidedly tumultu¬ 
ous, being accompanied by headaches, pal¬ 
pitations and hot flashes. Six months before 
coming to me she first noticed a painful 
swelling in her left breast which was slowly 
increasing in size Upon inspection tht*- 
breast appeared somewhat enlarged, and 
upon palpation the upper border felt in¬ 
durated and was tender t<> pressure. There 
was no discharge from the nipple, which 
was not retracted, and no axillary adeno¬ 
pathy was present. The right breast was of 
normal size and shape but careful palpation 
disclosed the presence of three small hard 
masses, all definitely encapsulated and freely* 
movable. 

hearing in mind the fact that such hyper- 
plusias often remain stationary or even 
undergo retrogression. 1 retrained from in' 
sisting upon surgical intervention The 
changes in the right breast gate further 
reason for conservative treatment of the left 


•me. However, it was decided to use 
hormonotherapy, since certain European 
Unties had reported excellent results from 
its use in such hyperplasias associated with 
functional ovarian disturbance. The patient 
was given ovarian extract orally and estro¬ 
genic hormone fProgynon) by'intramuscu¬ 
lar injection. She was advised to avoid 
pressure or traumatism of her breasts and 
tn return at intervals for observation. Upon 
her first return, at the end of two weeks, the 
nodules had disappeared front her right 
breast while the swelling of the left breast 
had decreased to half its previous size. With 
continued treatment there remained at the 
end of two months little evidence of any 
induration, and at the end of eight months 
both breasts apparently were quite normal. 

OTHER CASES 

The foregoing history is typical of 
two succeeding cases, and the excellent 
results achieved inspired their presenta¬ 
tion before the medical society of Lima 
in 1937.’ Since then the number of 
patients lias increased to twenty, of 
which four have not been considered be¬ 
cause they discontinued treatment at the 
first sign of relief and were not seen 
again. In two cases the hyperplasia was 
complicated by an active inflammation 
of the overlying skin, hut these patients, 
nevertheless, responded well to the 
treatment. Although this list of cases 
is not long, the uniformly good results 
prompt their reporting. 

TREATMENT 

The tumors treated had all the char¬ 
acteristics of benignity without nipple 
retraction, skin adhesion- or axillary 
adenopathy. In most eases the opposite 
breast contained painful nodules which 
disappeared later under treatment. All 
the patients were in or near the meno¬ 
pause and it wa. assumed that they 
lacked estrogenic hormone. This hor¬ 
mone, therefore, was given, in the first 


ssr 
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hesions. The mucosal folds were low and 
small. The contour showed no defects 
which would indicate a tumor. There was 
no visible niche. Peristalsis was very weak 
and sluggish. Only small portions of the 
opaque "meal trickled into the small intes¬ 
tine. After six hours most of the barium 
was in the stomach, and after twenty-four 
hours some residue remained. Elongation 
and adhesions of the colon sigmoideum were 
observed at the roentgen examination per 
rectum. The impression was shortening of 
the lesser curvature, as well as a spiral¬ 
shaped formation. The whole stomach was 
small. It was thught that the changes were 



l 

A 


% - 


Fie 1 Roentgenogram showingi the small and 
shrunken stomach. The pylorus and cardia are 
near each other; the duodenal cap cannot he seen 
The air bubble is very large. 

probably due to a chroric gastric ulcer, (fig. 

Course. The patient was given food rich 
in calories, but the gastric troubles con¬ 
tinued, and the general condition changed 
for the worse. According to the patient's 
wish, he was operated on by Prof. H. Bardy, 
of the Maria Hospital. 

Operation and Outcome. The operation re¬ 
vealed the following : The stomach was in 
an elevated position under the liver, immov¬ 
able and strongly adherent to the surround¬ 
ing organs. The adhesions were separated 
to such an extent that gastro-enterostomy 
could be performed The wall of the 
stomach was scarred and brittle, and the 
stomach was consequently not closely ex- 


After the operatin the patient was in a 
state of collapse, and he died the following 
day. 

Autopsy. All the organs were pale. The 
sigma anomaly was verified. The stomach 
was strongly adherent to the liver, perito¬ 
neum and diaphragm. Owing to the extent 
of rotation, the pylorus was directed down¬ 
ward and backward. There were no signs 
of peritonitis. The stomach was small, and 
was shrunken, especially in the lesser curva¬ 
ture; the distance between the cardia and 
the pylorus was 2.5 cm. In the lesser curva¬ 
ture the dorsad and ventrad cicatrization 
was so extensive that the stomach seemed 



Fig. 2. Photograph illustrating the advanced 
cicatrization in the ventrad wall of the stomach. 
The short space between the cardia and the py¬ 
lorus is clearly seen. 

to be divided into two parts. No ulcer or 
macroscopically determinable tumor was 
seen (fig. 2). 

A portion of the lesser curvature was 
taken for microscopic examination. This 
showed numerous cell islets in the muscular 
wall, in all probability indicating cancer. 
The examination was somewhat difficult, 
owing to the postmortem changes (Profes¬ 
sor Wallgren). 

Comment. It can be concluded that 
the patient suffered from a chronic dis¬ 
ease of the stomach. The history ex¬ 
tended over forty-seven years. The 
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When the roentgen’ examination of 
the gastro-intestinal tract had reached 
a certain degree of development, cases 
of this type were observed by some 
authors. Already in 1909 Schmieden 
and Hartel lT mentioned the unusual 
shape of the lesser curvature. As has 
already been said, the term “fistula” is 
not exact, but it has been used in the 
course of time to indicate conditions of 
the aforementioned type. 

Liidin (1924) 11 described a case of 
spontaneous gastro-enterostomy in a 
woman aged 61. Roentgen examination 
revealed a pouchlike enlargement of the 
stomach; the lesser curvature was rolled 
in, the pylorus was drawn toward the 
cardia, and a forty-eight hour residue 
was apparent. Numerous scars in the 
ventracl wall and the lesser curvature 
were seen at the operation. The prepy¬ 
loric portion was adherent to the duode¬ 
num. Above the pylorus a new, abnor¬ 
mal opening from the stomach into the 
duodenum had formed. This opening 
was situated in the scar tissue and was 
regarded as a spontaneous perforation 
of an ulcer into the small intestine. 

Monroe (1926) 15 mentioned a case in 
which a woman aged 52 had suffered 
many years from gastric disturbances. 
She was operated on in 1917, and the 
condition was regarded as an inoperable 
carcinoma. In 1919 the stomach was 
hour glass-shaped at the roentgen ex¬ 
amination. Gastro-enterostomy was 
performed. The patient remained free 
from symptoms until 1926, when at 
roentgen examination some of the 
barium meal passed directly into the 
duodenum, a part of it filling up the 
pouchlike enlargement of the stomach 
and proceeding into the small intestine 
through the gastro-enterostomy open¬ 
ing. The case is remarkable; the fistula 
ensued in spite of the operation. 

Low-Beer ( 1931 ) 50 reported a case 
in which a distinct niche could be seen 
in the lesser curvature and also a spiral- 
shaped rolling in of the curvature. The 
lower part was enlarged, the mucosal 


relief changed. The pylorus and the 
duodenal cap could not be seen. He 
also described the case of ITaudek 7 in 
which examination showed a fistulous 
communication from the lesser curva¬ 
ture to the duodenal cap. The pylorus 
was distinctly seen, and the lesser curva¬ 
ture seemed not to be shortened. Low- 
Beer agreed with Liidin 11 and said that 
this shape of the stomach may be re¬ 
garded as an expression of spontaneous 
gastro-enterostomy. Melchart (1931) 12 
was of the same opinion and reported 
two cases. In one a partition wall 15 
cm. long could be seen. The pylorus 
and the duodenal cap could not be dif¬ 
ferentiated. The other case was almost 
similar, but no partition wall was seen. 
The first case resembles those mentioned 
by Dittrich,' Thierfelder 10 and Liidin. 11 

In a case reported by Le Noir and his 
collaborators (1926)° the opaque meal 
passed from the fornix directly into the 
small intestine. The possibility of spon¬ 
taneous gastro-enterostomy due to a 
chronic ulcer was apparent. At the 
operation it was observed that a large 
ulcer in connection with perigastritic 
processes had caused a shrinking of the 
stomach, shortening of the lesser curva¬ 
ture and an abnormal opening into the 
duodenum. 

Moiroud (1935)“ examined a woman 
aged 81. The stomach was drawn up to 
the left. The lesser curvature was much 
shrunken, measuring 3 by 5 cm., with a 
dorsad opening, through which the 
barium meal passed into the duodenum 
on the oral side of the flexura duodeno- 
jejunalis. Microscopically no malignant 
changes were observable. The localiza¬ 
tion of the fistula is rare, and the case 
was regarded as one of spontaneous 
gastro-enterostomy. 

In some cases the development of the 
pathologic process could be followed 
from the time of appearance of an ulcer 
to the stage of the fistula. Hautefeille 
(1929) s observed a niche in the lesser 
curvature of the stomach in a man aged 
50. One year later, a diverticulum-like 
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The greater curvature enlarges in the 
course of the disease. This is probably 
due to the increased work of the stomach 
and to changes in the stomachic wall. 
Purely mechanical factors may be of im¬ 
portance also; e. g\, the contents remain 
a long time in the stomach, causing dila¬ 
tation. A valve formation in the pyloric 
region or a rotation may occur. Some¬ 
times the whole stomach may be 
shrunken, as in our case. 



Fig. 3. A cascade stomach i.f an appearance 
usually found in cases of ga<tr.'duodenal fistula. 
The upper part of the corpus \entriculi is enlarged 
and forms a "tobacco pouch " The canalis is 
visible. 


duodenal fistula, but at examination in 
other positions it is evident that one is 
dealing with a cascade stomach, as seen 
in the figure 4, where the distal part of 
the canalis, the pylorus and the duodenal 
cap are visible. 

A contracture of the canalis should 
also be kept in mind (Haudek). 7 This 
is often of a spastic nature and can be 
made to disappear by suitable medica¬ 
tion. It is also difficult to decide 
whether a malignant degeneration is 
present. 

!- 

i 



Fig. 4. Same case as illustrated in figure 3. 
When the patient lies on his back) the lower part 
of the corpus ventriculi comes near the cardia. 
The canalis extends from this portion; the mu¬ 
cosal folds are clearly seen. The pylorus and the 
duodenal cap are seen to the left, in front of the 
vertebral column. The upper part of the corpus 
ventriculi forms the enlarged portion of the 
stomach, below the canalis. 


ROENTGEN DIAGNOSIS 

The roentgen picture may, of course, 
vary considerably. Typical ■’tobacco- 
pouch" stomach with an enlarged 
greater curvature is the usual appear¬ 
ance. The passage of the opaque meal 
depends on the pathologic changes and 
the facilities for evacuation. 

In roentgen examination a so-called 
cascade stomach must be considered. 
This is illustrated by figure 3, which 
first gives the impression of a gastro¬ 


Only a few cases in which the con¬ 
dition was diagnosed by roentgenologic 
examination are reported in the litera¬ 
ture. Monroe 15 observed one case in 
28,000 examined stomachs. Frank 
(1938)° reported a totrd of sixteen cases 
of true or pseudogastroduoclenal fistula 
recognized by roentgen examination. 

SUMMARY 

A case of involution of the lesser 
curvature of the stomach in a man aged 




r „ F surgeons 
n r L EGE Or ^ _ e n te 

V «* f‘ V tv r=t; “ 4 ° f arece asu «to 

1S dev Utt* a ch eUl 1 kia^ , ](1 .,, a fin'd 

eff I£log« ’ s ; es £av i0 „ e della /-^“/aria « 

g* |?s» "'• "t-'i 

S se \ten & tt se ^' 


,. dOl> lUL • ri'OlUCU 

S» s,, ' IC “ , c soft**"* 

i- 7\ annv e 0 per- 

S UIA^ 10 f or del \Jn P' clZ 'fdfdisturbs g^ n aUto psia ^ 

, ® cruaO"-® *%*,<, to « an "’ it o intetoW- A 0 , dW*°£ 

i a cue- 

7 \ a^os tVC „ K tievw e f,\e o? e ' a cu^ at ^n\\oaia m - l va cco\ti / , 

Cictor^ S£ r4 eafet^o ^cst^go ion e «J s d ei caS ' ' etioW^ * 

k a * oS ' tklaatt^t* a c atv^ ^/ att torc *ta fettore « r0 mca. 

\b\e- ^\ r \6n^ aU§,na _- 

de genei‘ aC _—— 0 ,. ine at Co- 

aCo medtcu'c 


" . „ ,t Copett- 

• medicine av - oUS 
t cVietnic? incinded ‘ .^e 

gracbt, SfSeky «^S( * e . 


lhe conaae^” tX 
.” WS A BW- i0, ,?W^» Wet Tte ^ isCO fX to™'" 0 " ie«« » fteC ™L „ N‘* 

5 fSS ^ en ' 



. U 11 


d M de %eV lad f d r^' f ' c< " 'T-U'.^" 

s ' d0 n too dad ° de«« W de 
Uueso oa caS o d_e L a"' '\ £n 

\3n° iu ® e \ o«° tU ( ' e0la ba Va V' ' a iue- 

dd r£aK« da UUe £c\6n y in ! er el a utor 

* _r*f53 


SeUe nia ' att \taono « n ® T d \ 

-ti ossc 1 1 ^ cas o&t c ° 

t : c o ^ u e \n vino ci' 

m e\>tc t o >cu Vu«» eSt ntctcr- 

”^ rt t rcse^„- L-auiote V* 
ca-o, ' a . due ue tert>V>- 

e^az^ * 


\ju 


'*^T 7 osiG aADU !l «» -r, 5 S rS--“ 
u«w v0B °,,«»»-S- »»s. 

S^Sgistfs 

&&&&:?£$& sgt 

Ch Dr.U>va' ace pN.looacO.»^ G tt c^ nl i V U«* UaiuJ 

a-S £,W °* ** 


rjr. u>'-~ , F Mu..aco. - - trcasu*-; ? u<* I3.«« d - 

vctc made * or 



33S 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


case orally, and subsequently Progynon 
and later Theelin by intramuscular in¬ 
jection. In menstruating patients 
10,000 I. U. were injected 15 days after 
menstruation, followed after 48 hours 
by 20,000 I. U. and after 72 hours by 
30,0001. U. The same dosage was used 
with patients in their menopause, the in¬ 
jections being started at once and re¬ 
peated at thirty-day intervals. As a re¬ 
sult of the treatment, periods usually 
returned to normal with menstruating 
patients, while with the patients in the 
menopause the periods tended to reap¬ 
pear temporarily. 

BIOLOGICAL FACTORS 

That there is a definite biological 
foundation for hormonotherapy seems 
very reasonable. Beginning with pu¬ 
berty the galactophorous ducts, immedi¬ 
ately before the onset of the menses, 
undergo hyperemic changes followed by 
epithelial proliferation or hyperplasia, 
and the terminal ducts are incited to the 
formation of new glandular acini. 3 This 
same phenomenon occurs in adults and 
as late as the menopause, but it then is 
transitory rather than formative. When 
ensuing atrophy does not take place, an 
induration or hyperplasia remains. Hy¬ 
perplasia and cyst formation in the 
young are associated with ovarian dys¬ 
function and irregular menstruation, but 
in the senile they are seen as a prolonga¬ 
tion or intensification of cell growth. 

Experience and clinical study assist in 
explaining the influence of ovarian hor¬ 
mones in inciting breast hyperplasias. 
Such hyperplasias are transitory if the 
patient has an endocrine imbalance and 
alternate between progression and retro¬ 
gression. When the dysfunction is pro¬ 
longed into the menopause, hyperplasias 
are especially likely to result. With the 
menopause no more follicles mature and 
no estrogenic hormone is secreted, but 
possibly some lutein may remain active 
in many cases, and it is to this hormone, 
in predisposed individuals, that per¬ 


sistence and progression of hyperplasias 
are attributed, with occasional evolution 
to malignancy. This last occurrence 
has been denied by many observers but 
without conclusive proof. 

CANCER FORMATION 

According to R. Muir, 5 of Edinburgh, 
it is impossible to diagnose beginning 
malignancy in breast tumors. He con¬ 
siders that modern advances have been 
limited to the establishment of certain 
relations and exciting causes of hyper¬ 
plasias, whether benign or malignant. 
Certain carcinogenic substances, such as 
tar, a virus of unknown origin or a 
hitherto unknown hormonic deficiency 
or aberation, may be at the root of the 
metamorphosis. Malignancy is estab¬ 
lished slowly in certain groups of cells 
and takes on the character of a local re- 
belion with the formation of atypical 
elements which invade, alter and destroy 
the association of vital units constitut¬ 
ing the individual organism. Recent 
observers explain cancer formation as a 
chronic irritation which causes a chronic 
lymphangitis and this, in turn, by isolat¬ 
ing certain cells, suppresses their rela¬ 
tion to the organism and prevents the 
influence on its vital activities of hor¬ 
mones, regulators or equalizing sub¬ 
stances whose function is to maintain 
the harmony of cellular growth. 

EFFICACY OF TREATMENT 

In the United States the efficacy of 
hormone therapy in breast hyperplasias 
has been studied and discussed, notably 
by Dean Lewis and Geschickter. 6 Re¬ 
cent numerous reports from various 
medical centers have corroborated the 
effectiveness of the estrogenic hormone 
in hyperplasias of the breast. One 
clinician advised supplementary treat¬ 
ment with thyroidin, assuming a defi¬ 
ciency in thyroid secretion to be a factor 
in such hyperplasias. 



Fig I Infection occurring m region of inner canthus of left c>c 
Fig 2 Sloughing of 4.in of no-c following operation 
Fig 2 ExostOiU at bn*e of frontal process of maxilla. 


Fig 4 Web joimm.’ lateral wa 
respiration 

by ecchymosis. 'Phis is followed by con¬ 
siderable increase in size of the swollen 
area, with complete obliteration of the 
inner canthus. The swelling resembles 
that of erysipelas of the edematous type. 

The second site is over the dorsum of 
the nose. Infection in this area mani¬ 
fests itself by extensive swelling, which 
is at first firm and which then extends 
up over the forehead and both eyebrows. 

The third locus is generally at the 


with and interfering with 


vestibule, where the needle is introduced 
for anesthesia at the base of the frontal 
process of tile maxilla. Minor infec¬ 
tious may occur at the base of the 
columella near the anterior nasal spine. 

Diagnosis of Early Infection. The 
diagnosis ot early infection rests pri¬ 
marily upon slight poston'"*adve ri- in 
temperature. The follow i 

which help in ascerlninm 
condition: 
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esame clinico abbia escluso la possibility 
di tumore maligno. 

3. Per la completa retrogressione di 
tale iperplasia, un periodo di 3 a 8 inesi, 
e necessario. 


4. Questa terapia non ha azione 
maligna sulle cellule, ma probabilmente 
previene che tali iperplasie divengano 
maligne. 


■o • o- 


Italian Physicians Appointed as Senators 

The following physicians have been named 
senators of Italy by the King, upon the recom¬ 
mendation of the Duke: Prof. Cesarc Agostini, 
born Oct. 16, 1864, a specialist in nervous and 
mental diseases, president of the Faculty of Medi¬ 
cine of the University of Perugia; Prof. Roberto 
Akssandri, born Dec. 3, 1867, director of clin¬ 
ical surgery of the University of Rome and presi¬ 
dent of the Royal Medical Academy of Rome; 
Prof. Giulio Alessandrini, author of the only 
Italian hook on parasitology, whose work in this 
field was responsible for the establishment of an 
official chair, which he holds; Prof. Lorenzo Bar- 
delli, born Juno 30, 1869, head of the department 
of ophthalmology and president of the Faculty 
of Medicine of the University of Florence; Prof. 
Giuseppe Bastianelli, director of the Institute of 
Malaria (Ettore Marchiafava) and head of the 
department of semeiotic medicine at the Uni¬ 
versity of Rome; Prof. Arturo Beretta, born in 
1876, director of the odontology clinic and of 
the School of Odontologic and Prosthetic Den¬ 
tistry and president of the International Stoma¬ 
tology Association; Prof. Aristide Busi, born in 
Bologna July 21, 1874, head of the department of 
radiology of the University of Rome; Prof. Luigi 
D'Amato, born in 1874, director of the depart¬ 
ment of clinical medicine at the University of 
Naples; Prof. Giovanni Masnata, born March 27, 
1870, doctor of operative medicine and director 
of the Civil Hospital of Stradella, Sansepolcrista; 
Prof. Cesare Micheli, born in Spoieto May 17, 
1866. obstetrician and gynecologist, chief obstet¬ 
rician of the Hospital of Rome and director of 
the Maternity Hospital of St. Giovanni from 
1910 to 1935; and Prof. Alberto Pepere, born 
July 5. 1878, professor of pathologic and his¬ 
tologic anatomy, and founder of the School of 
Pathologic Anatomy, at the University of Milan. 


Victor E. Levine, professor of biological 
chemistry and nutrition at the School of Medicine 
of Creighton University, is continuing medical 
and biological studies of the Eskimo under the 
auspices of the U. S. Public Health Service. His 
base is Kotzebue, north of the Arctic Circle. 
This is his fifth trip to the Arctic. 

-o- 

At the annual meeting of the Minnesota State 
Medical Association it was voted to present the 
distinguished service medal and scroll, awarded 
to members for special contributions to the work 
of the association, to the late Drs. William J. 
Mayo and Charles H. Mayo. Photographs of 
these two doctors will be hung in the Medical 
School of the University of Minnesota. 

Dr. Ernst Ruska was awarded the prize of 
the Senckenberg Foundation for his work with 
the electron microscope. The prize, which has 
the value of about 4,000' marks, is awarded every 
three years to a German investigator for con¬ 
tributions to the advancement of medicine or 
science and was established one hundred and 
seventy-five years ago. It was presented at this 
time on the occasion of the twenty-fifth anni¬ 
versary of the university at Frankfurt-am-Main. 
-o- 

Dr. Laignel-Lavastine, professor of the his¬ 
tory of medicine at the University of Paris, has 
been elected president of the International So¬ 
ciety of the History of Medicine. 

-o- 

Dr. Duncan Graham, of Toronto, was chosen 
president-elect of the Canadian Medical Asso¬ 
ciation at the recent meeting in Montreal; Dr. 
Frank S. Patch, of Montreal, was installed as 
president. Next year’s meeting will be in Toronto. 
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from the dorsum of the nose. It may 
also result from placing splints too 
tightly over the fractured frontal proc¬ 
esses of the maxillae, causing ischemia 
which subsequently leads to necrosis of 
the skin. 

Exostosis may occur at the site where 
a bone has been cut or fractured (fig. 
3). This may occur on the dorsum of 
the nose or at the bases of the frontal 
processes of the maxillae. There may 
result a natural growth of bone as cal¬ 
lus formation or as the result of the 
fusion of the bone spicules remaining 
near the surface from which they were 
severed. 

Often the eagerness of the surgeon to 
impose improvement upon the form of 
the nose may cause him to impair its 
function. When the limiting bony wall 
of the nose is narrowed, partial obstruc¬ 
tion and respiratory difficulty may en¬ 
sue. Thus it is essential to ascertain 
whether deviation of the septum is pres¬ 
ent, and if so, whether operation on it 
is indicated before plastic correction is 
attempted. If too tight compression is 
placed on the fractured and medially 
displaced frontal processes of the maxil¬ 
lae, obstruction to breathing may occur 
fig. 4). At times a web joining tile lat¬ 
eral wall to the septum may occur if two 
raw surfaces have been unduly exposed. 
The plastic surgeon at times must learn 
to sacrifice cosmetic perfection for nor¬ 
mal function. 

Laszlo 1 pointed out that anosmia may 
he temporary or permanent. Temporary 
anosmia disappears when the edema has 
disappeared from the nose. In eases of 
permanent anosmia some traumatic in¬ 
jury has been suffered by the olfactory 
region. 

Cosmetic defects may he the result of 
faulty technic. Too energetic use of the 
rasp over the dorsum of the nose is to 
be deplored because its action will 
stimulate new bone formation. The 
original hump may then be replaced by 
a thick, broad. Irony mass. More than 
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a slight hump should be removed by the 
use of the saw which leaves a sharp 
cutting edge. 

III. CIRCULATORY COMPLICATIONS 

Hemorrhage is the most frequent of 
the circulatory complications. The sur¬ 
geon must use adequate amounts of 
epinephrine during rhinoplasty to pre¬ 
vent bleeding. Other causes of bleeding 
may be separation along faulty lines of 
cleavage or tearing of tile mucous 
membrane. 

Hematomata may occur in a closed 
space. The most common site is along¬ 
side thu base of the frontal processes of 
the maxilla. To avoid this complication 
the nasal clamp immediately should be 
applied firmly and tightly, to prevent 
postoperative hemorrhage under the 
skin. This also minimizes the amount 
of ecchymosis about the eyes. The 
clamp should be left in place for 4S 
hours or longer. 

Shock is rarely seen following plastic 
operations of the nose. 

IV PSYCHIC COMPI.IC VTION'S 

Mental complications often follow 
rhinoplastic operations. Long before 
operation the patient had to combat his 
feeling of inferiority by overcompeusat- 
ing for his deficiencies or by escaping 
into an introverted world of his own. 
His circle of friends may have been di¬ 
vided on the question of correction, and 
thus the patient could combat this con¬ 
flict of ideas only with his emotions be¬ 
cause of a pre-existing oversensitivity. 
Reactions following rhinoplasty may 
range from psychosis to mania, and even 
suicide. It is good prophylaxis to have 
a psychiatrist's opinion of any patient 
who pre-operativelv gives evidence of 
possibly becoming a postoperative men¬ 
tal problem. 

U'THOK’S RR.SIT.TS 

A review of 500 consecutive ca-c- 
operated upon for nasal reconstruction 
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I r ig. 4. Roentgenogram showing implantation 
of bone (case 2, first stage of operation). 


lower end of the femur. Roentgenologic 
and clinical examination revealed no in¬ 
filtration of the nerves and the main blood 
vessels of the popliteal space. There were 
no pulmonary or glandular metastases. 

The patient refused the proposed amputa¬ 
tion. Thus we were obliged to employ a 
less radical surgical operation, resection of 
the tumor followed by a plastic bone graft 
replacement. The patient was operated on 
by Dr. Rudolf Nissen, the Chief Surgeon of 
the Clinic. 

After removal of the tumor, a large part 
of the upper third of the tibia was resected 
in the sagittal direction; the joint cartilage 
and capsule were not removed. The graft 
was implanted so that its lower end came 
in connection by mortise with the shaft of 
the femur. The leg was immobilized in a 
plaster cast. The pathologic report was 
chondrofibrosarcoma. Solid bony union oc¬ 
curred after four months. A roentgenogram 
taken ten months after the operation (fig. 2) 
showed excellent bony union. One can see 
the osseous rearrangement process in the 
graft. Some flexion of the knee is possible 
(fig. 3). There is a small degree of lateral 
instability, which has been corrected by a 
brace. 

Comment. I shall not discuss the 
value of the most radical amputation 
and the less radical resection. Dr. Albee 
reported in 1936 thirteen cases of resec¬ 


tion of malignant growths of the bone, 
in which the results were good. In our 
case, the opposition of the patient to 
amputation obliged us to perform a less 
radical procedure, but also with satis¬ 
factory results. 

Case 2. A boy aged 9 years had acute 
osteomyelitis for about three years. He 
walked painfully with a large brace extend¬ 
ing to the hip and with a cane. A roent¬ 
genogram showed the loss of the whole 
shaft of the tibia. A large skin scar and a 
shortening of 14 cm. were present. There 
were no signs of infection. 

In this case I made the transplantation 
of the fibula of the same side, in two stages. 
Hahn first published this operation. 

In the first stage, I resected the upper 
part of the fibula just below the head of the 
bone and implanted it in the upper epiphysis 
of the tibia through the same incision (fig. 
4). The leg was put; in a plaster cast. 
About three months after the operation, the 
bony union was perfect (fig. 5). In the sec¬ 
ond stage, I resected the lower part above 
the malleolus and implanted it in the lower 
epiphysis of the tibia, through the same 
incision (fig. 6). The leg was again placed 
in a plaster cast. In three months the bony 
union was perfect. 

Figure 7 shows the growth of the graft. 
Two years after operation the thickness of 
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RIASSUNTO 

he complicazioni nolle operazioni 
rinoplatiche 

Un riassunto delle complicazioni che 
possano sopravvenire nelle operazioni 
rinoplasticlie, viene discusso dall'autore. 


Otieste complicazioni vengono classi- 
ficate in 4 gruppi: infezioni, modifica- 
zioni strutturali o meccaniclie. niodifica- 
zioni circolatorie, e psicliiche. Xella 
casustica dei 500 pazienti dcH’autorc, 
queste complicazioni vengono studiate c 
discusse. 


-o©o- 


The Committee on Scientific Research of the 
American Medical Association has made a grant 
to Dr. Fritz Schiff, of the department of bac¬ 
teriology and serology of Beth Israel Hospital, 
New York City, to be applied toward his work 
on the serological classification of Salmonella, 
and a grant in support of work on the physiology 
of the peripheral blood vessels which is being 
conducted by Dr. Roy H. Turner, of the de¬ 
partment of medicine of Tnlane University. 

Dr. Raymond C. Parker, until recently an 
associate in experimental surgery at the Rocke¬ 
feller Institute for Medical Research. New York, 
has accepted a position with E. R. Squibb and 
Sons, at New Brunswick, N. J., where he is in 
charge of the Virus Division of the Biological 
Laboratories. 

Dr. Philip R. Lehrman has been promoted 
to the rank of clinical professor of neurology and 
psychiatry at College of Physicians and Surgeons, 
Columbia University, New York. 

Dr. Paul B. Brooks, deputy state commis¬ 
sioner of health, was reappointed a member of 
the New York State Board of Medical Exam¬ 
iners for a term of three years, effective August 
1. 1939. 

Col. Albert G, Love, U. S. Army Medical 
Corps, received the Wellcome Prize of the As¬ 
sociation of Military Surgeons of the United 
States at the recent meeting of the association 
held in Washington, D C. 


Prof. Theodor Vahlen, president of the 
Prussian Academy of Sciences, has been awarded 
the Goethe Medal for Art and Science by the 
German Chancellor 


Dr, Frances L Haven, associate professor 
at the University oi Rochester School of Medi¬ 
cine and Dentistry*, lias been granted a research 
fellowship by the National Cancer Institute at 
Washington. 

Prof. Ernst Freund has resumed his work as 
director of the Pearson Research Laboratory, 
which has been removed from Vienna to London. 
The laboratory has specialized in work oil food 
chemistry and nutrition in its relation to cancer. 
It was founded by Frederick Pearson, an Amer¬ 
ican now living in England. Dr. Freund’s as¬ 
sistant, Dr. Gisa Hammer, who was tor many 
years.surgeon at the Rudolf Hospital in Vienna, 
is also working m the laboratory at London. 

Dr. John A. Kolmer, professor of medicine 
at Temple University. Philadelphia, was invited 
by the Health Section of the League of Nations 
to represent the United States at the fourth In¬ 
ternational Conference on the Serologic Diag¬ 
nosis of Syphilis, held m Copenhagen from Sep¬ 
tember 25 to October 6 

Dr. A L Derbyshire, «»f Sterling City. Cali¬ 
fornia, who has uninsured to the ill and injured 
m ibis lumbering community for the past ten 
years has become a ship surgeon on a Pacific 
liner. lie is eighty-nine years of age 


FELLOWSHIP DUES, AS WELL AS DUES FOR MEMBERSHIP AND ASSOCI¬ 
ATE MEMBERSHIP. ARE PAYABLE NOW AND SHOULD BE SENT TO 
DR BENJAMIN I. GOLDEN, DAVIS MEMORIAL HOSPITAL, ELKINS, W. VA. 
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myelitis affecting the tibia. In the sec¬ 
ond case, resection and grafting were 
done in two stages, and the author pre¬ 
fers the two stage operation. 

DISCUSSION 

Dr. Fred H. Albee, New York: Up to re¬ 
cently, the attitude has been as follows: For 
those conditions that are ostensibly benign the 
curet has been used—a most inadequate instru¬ 
ment. This has been resorted to particularly in 
cases of giant cell tumors. If there is any 
malignant tendency at all, these tumors recur, 
and then the curet is still being used. I have 
had a number of patients come to me on whom 
the curet had been used, even after recurrences 
of tumor. 

The other surgical procedure is amputation. 
As a general scheme of treatment in bone 
malignancies, I feel that the profession should be 
mindful of an operation such as the one that 
has just been so beautifully demonstrated—re¬ 
section of the shaft and the tumor and immedi¬ 
ate replacement by bone. 

In analyzing and comparing my series of cases 
with cases in which I had previously done ampu¬ 
tation, I find that the mortality or the safety of 
ihe patient as to life is about the same. Now 
I feel that the resection will be used eventually, 
when we get more experience. When the neces¬ 
sity of early resection is impressed on the sur¬ 
gical profession, there will be a lower percentage 
of mortality than that obtained in cases of ampu¬ 
tation, for the reason that one can induce a 
patient to have a resection but it is difficult to 
persuade him to have an immediate amputation. 
All patients, or at least a large number of them, 
will resist amputation. They come to the surgeon 
when the malignant process is in its early stages. 
One recommends amputation, and they will not 
have it. They have x-rays made, causing delay, 
which adds to the ultimate mortality—through 
either extensive local involvement or catastrophe. 
I advise against x-rays and recommend that one 
proceed to the operation. X-rays can be used 
after the operation, but cautiously before, be¬ 
cause of the devitalizing effect on the tissues. 
It is a discouraging and tragic experience for a 
surgeon to have a patient brought to him with 
these malignant processes and find that the tis¬ 
sues have been so devitalized by excessive x-ray 
exposure that his hand is absolutely stopped. He 
can do nothing, and it is no use to attempt sur¬ 
gery in these cases. I would sound a word of 
warning against the over-use of x-ray therapy 


in such cases. Of course, if the case is des¬ 
perate, one can resort to the x-rays afterward, 
but there is danger of over-use. 

It has been surprising to me how successful 
surgeons are in resecting tumors of considerable 
duration and tumors that have been subjected to 
x-rays. A protective membrane seems to estab¬ 
lish itself immediately outside the tumor, be¬ 
tween the soft parts and the important struc¬ 
tures, such as nerves and blood vessels. 

I think I may say that the surgeon will, in 
many cases, surprise himself by being able to 
remove all of the malignant growth and still 
leave .important structures intact. That is very 
encouraging. 


RESUME 

Les greffes osseitses dans les maladies 
du systems osseux 

Les greffes osseuses presentent de 
grands avantages dans les maladies du 
squelette. L’auteur rapporte deux cas 
qui lui out donne deux succes: un cas 
de tumeur maligne du femur et un autre 
cas d’osteomyelite du tibia. Dans le 
second cas, la resection et rimplantation 
furent faites en deux temps. L’auteur 
prefere l’intervention en deux temps. 


ZUSAMMENFASSUNG 

Knochen Transplantation bci Krank- 
heiten des Knochenssystems 

Die Vorteileder Knochentransplanta- 
tion bei Erkrankunken des Knochen- 
systems werden betont. Zwei Falle 
werden berichtet, bei denen Knochen- 
pfropfungenguteResultategaben, 1 Fall 
einer bosartigen Geschwulst des Ober- 
schenkels, der andere ein Fall von 
akuter Osteomyelitis der Tibia. Im 
zweiten Falle wurde Resektion und Pro- 
pfung zweiseitig ausgefiihrt, und der 
Autor bevorzugt die zweiseitige Opera¬ 
tion. 
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two or three hours from the time he 
gets back to bed and not suffer from 
thirst. This no doubt improves his 
mental condition a great deal. 

We have also given attention to the 
study of the hemogram before deciding 
the time best suited for operating, and 
we have considered leukocytosis as an 
index that infection is active and sur¬ 
gical intervention in this condition will 
probably upset convalescence. 

ANESTHESIA 

Preference has been given to local 
and splanchnic analgesia, once the ab¬ 
domen has been opened (Braun). On 
some occasions we have used combined 
methods: local and intravenous employ¬ 
ment of amytal(this is no longer in use), 
local employment of protoxide of nitro¬ 
gen and ether, local anesthesia and 
evipan, spinal anesthesia (tutocain, 
novocain, nupercaine and pantocain) 
and rectal anesthesia (avertin). Evipan 
has been very helpful in closing the wall 
after operation when used in sufficient 
quantities to desensitize the patient and 
produce relaxation of the abdominal 
muscles sufficient to permit easy closure. 
Such results are not obtained with the 
use of protoxide of nitrogen alone or 
in combination with ether, in which case 
deep narcosis must be produced in order 
to work without straining the wall. 

OPERATIVE TECIIXIC 

We have tried different technics 
(Kocher, Billroth I and II, Moynihan I 
and II, Polya and its variations, etc.), 
giving preference to that of Reichel, 
Hofmeister and Finsterer, based on the 
following principles: resection of the 
two thirds of the stomach, including tlte 
lesser curvature as much as possible, 
sectioning parallel to the long axis of 
the body, and partial closure of the 
gastric section (the upper parti, using 
only the interior portion for the anasto¬ 
mosis. which is done through the meso¬ 
colon and nith a short loop to avoid 
duodenal back pressure. 


»i5J 

When it has been feasible, the lesion 
was included in the resected specimen, 
but when we dealt with ulcers situated 
at the duodenum, far from the pylorus, 
ulcers the anatomic conditions of which 
made extirpation dangerous, we have 
preferred the classic exclusion method 
of Finsterer (gastrectomy, leaving the 
lesion in situ). We have had excellent 
results with this technic and never had 
cause to regret its use. 

The duodenal stump is made with the 
greatest care, keeping in mind that one 
of the most important details during 
this operation is to maintain a good 
blood supply to the visceral wall. Rup¬ 
ture of the duodenal suture is a dis¬ 
tressing complication and is sometimes 
fatal. In our early experience we had 
various accidents of this kind, but now, 
with a better understanding of the prob¬ 
lem, this complication is rare, and when 
it is present adequate treatment is in¬ 
stituted: continuous suctions first and 
then packing of the sinus. 

When making the anastomosis, 
proper hemostasis is of capital impor¬ 
tance to avoid postoperative bleeding, 
which can he very serious, even threat¬ 
ening the patient’s life. Before starting 
to suture, the bleeding vessels must he 
tied. 

1'OSTOl‘EU AT IV K c A It l; 

The patient is placed on a Fowler's 
bed, and the gastric tube is connected to 
an aspiration system such as Wangen¬ 
steen’s. The patient is allowed to drink 
water every two or three hours, which 
is immediately aspirated, but it is useful 
to prevent thirst, and at the same time 
keeps the stomach empty, avoiding the 
deleterious effects of retention (this 
method was introduced among us by 
Prof. Nunez Portuondo). The water 
balance of tile body is maintained bv 
continuous venoclysis of dextrose and 
saline solutions in amounts of 2,000 to 
.5,000 cc. every twenty-lorn- ill 

pending on the output tin "i 

euiunctories: kidneys, sV < It 



COMPLICATIONS OF RHINOPLASTIC SURGERY 

MORTIMER M. KOPP, M.D. 

NEW YORK 


T HE reports of plastic surgeons to¬ 
day tend to emphasize the wonders 
of their field, while appallingly little 
has been stated about the complications 
encountered during and after operation, 
especially in rhinoplastic surgery. A 
greater number of patients is being 
faced with a greater number of com¬ 
plications than ever before. 

CLASSIFICATION 

Complications following rhinoplasty 
may range all the way from a minor in¬ 
fection to death. Palmer 1 classifies 
these possible complications as follows: 

1. Infections: 

(a) Cellulitis 

( b ) Abscess 

(c) Sinusitis 

( d) Pharyngitis 

(e) Tonsillitis 
(/) Pyelitis 
(g) Arthritis 

(h) Flare-up of Chronic Tuberculosis 

(f) Parotitis 
(/) Thrombophlebitis 
( k ) Septicemia 

(/) Pulmonary Complications of In¬ 
fectious Origin: 

bronchitis, bronchopneumonia, 
infarction, embolism, pleurisy, 
pulmonary abscess, empyema 
and atelectasis. 

To this group I shall add: 

(m) Acute otitis media, and 
(w) Meningitis. 

Continuing Palmer’s classification: 

II. Structural or Mechanical Com¬ 
plications: 

(a) Narrowing of the nares 

( b ) Loss of sense of smell 

(c) Difficulty in breathing 
(if) Interference with normal respi- 
ratorv functions of the nose by 
damage to the mucous membrane 
(e) Cosmetic defects due to faulty 
technic, such as cutting through 
cartilage of the columella. 


To this group may be added: 

(f) Exostosis, and 

(ff) Sloughing of the skin of the nose. 

Again resuming Palmer's classification 
of complications: 

III. Circulatory Complications: 


60 

Hemorrhage 

(b) 

Shock 

(c) 

Induration of wounds 

id) 

Hematoma 

(«?) 

Gangrene 

(/) 

Localized thrombosis 

(ff) 

Embolism 

1. Fat 

2. Gas 

(It) 

Infarction 

U) 

Metabolic Complications 

1. Acidosis 

2. Hyperglycemia 

3. Absorption of transplant, 
either bony or cartilagi¬ 
nous. 

Psych 

ic Complications: 


Psychoses ranging all the way from 
simple depression to mania. 


The scope of this subject is so great 
that it is impossible to dwell on all com¬ 
plications in one paper. I shall consider 
here those complications which, in my 
own experience, have been most out¬ 
standing. 

I. INFECTIONS 

Notwithstanding the assiduous ef¬ 
forts made pre-operatively, the field of 
operation is never completely free from 
micro-organisms. In all operations the 
tissues must offer resistance to a certain 
amount of infective organisms. If con¬ 
tamination exceeds the degree of re¬ 
sistance, infection results. 2 

Sites. The most usual site for the 
development of infection is the region of 
the inner canthus of one or both eyes 
(fig. 1). Within the first 36 hours a 
small firm swelling appears, fol¬ 
lowed by redness, which can easily be 
differentiated from the redness caused 
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(1.2 per cent of the whuff ,, 
which secondary peptic uff v 1 ■ • , , 

In one instance the ulcei v ■ ' 

through the gastroscope ‘i. i 1 .■ 

Alvarez forty-five day a*'o' pri 
operation, and in anulhei tin Imn.o- 
of the lesion showed somethin.: ic-c: 
filing a foreign body, possum a rr . 
ment of the suture material t.npl'_i 
and not reabsorbed, although we alw„, - 
used catgut for all the mnei -mutes of 
the anastomosis of the digestive tract 
This patient was not operated on a sec¬ 
ond time, but remained in the ward for 
observation. The third patient began 
to complain again of symptoms six 
months after gastrectomy. This pa¬ 
tient was reoperatcd on three years 
later, and a callous ulcer at a marginal 
site and another on the mesenteric bor¬ 
der of the jejunal efferent loop were dis¬ 
covered. The second operation was ex¬ 
tremely difficult, as is generally the case 
in this condition. We resected the af¬ 
fected intestinal loop along with part of 
the gastric wall and made a new gastro- 
enteTO-anastomosis. We feel that the 
future of the patient is uncertain. 

POSTOPERATIVE STCDY 

The gastric function of a large num¬ 
ber of our patients has been studied by 
Drs. Milanes, Falla Alvarez and Vega. 
In more than two thirds of the cases 
they observed secretion of chyle during 
the fasting period, as well as in the di¬ 
gestive cycle. In 9 per cent of the cases 
iiypcrchlorhydria persisted, although it 
was not as marked as before operation. 
The amount of hypersecretion has also 
been favorably modified in most of the 
cases. In more than 50 per cent of the 
patients hyperinotility was found. For 
more details we recommend to the reader 
the works of Dr. Fernando Milanes.' 
This investigator studied a large series 
of patients, many of whom were oper¬ 
ated on by us. The anastomosis has 
been very successful in the great ma¬ 
jority of cases. Few of the patients had 


' pa-m without symptoms, and one, 
. n i had been operated on for an ulcer 
the lesser curvature, suffered a 
nked spasm of the stoma during the 
■ _e<tive cycle. 

TAI'.LE 2 

SIMMARY OF T1IE ->55 CASES 
A’o. of 

Cases Pcrctiilatje 

Sex 

Female* . ... 31 12.16 

Males . .224 87.84 

Arc 

Oldest patient, 74 yr» 

Youngest patient, 16 yrs. 

Localization 


Duodenal . . 

lib 

45 00 

Juxtapylorir . 

60 

20.00 

Lesser cur\3turc 

Type of Anesthesia 

79 

35.00 

Local and splanchnic. . . . 

227 

89 00 

Local and amvtal . . . 

6 

2 37 

Local and evipau. . .. 

9 

3 50 

Gas and ether .... 

5 

200 

Spinal .. . ... 

7 

2 74 

Rectal (avertin) . . 

1 

0.39 

Type of Operation 



Billroth 11 . 

1 

0 39 


1 

0 39 


4 

1.56 

Complications 

2J5 

92.16 

Pulmonary .. 

(From bronchitis to lung ab¬ 
scesses) 

30 

1177 

Subpbrcnic abscess . 

(Consecutive multiple lung ab¬ 
scesses) 

1 

039 

Duodenal fistula . 

(Early and late) 

11 

4.31 

Hemorrhage . 

(On 2nd postoperative da\) 

2 

0.78 

Diarrhea . 

8 

3 12 


(Always mild and transitory) 


COMMENT 

Although subtotal gastrectomy is far 
from being tile ideal treatment of gastric 
and duodenal ulcers, there is no doubt 
that for tile present, at least, it must lie 
considered the operation of choice in the 
surgical treatment ol llicse conditions, 
for, as lias liven pointed out In Milanes 
in his work, after subtotal gastrectomy a 
pliysiopathologic condition militating 
against the formation of nicer is estab¬ 
lished, doing away with hvpcrchlor- 
hydria and by ’■secrv’.'im and improv¬ 
ing the vag." ’ wol' th-" 
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1. An increase in pulse rate without a 
rise in temperature denotes irritability or 
pain. 

2. A slow pulse with a rise in tempera¬ 
ture denotes the absorption from bleed¬ 
ing of fibrin ferment. 

3. A rapid pulse with a rise in tem¬ 
perature denotes infection. 


Treatment of Infection. For super¬ 
ficial infections, applications of mag¬ 
nesium sulphate or compresses of 
Thiersch may be used at first. If 
they persist in spite of this treat¬ 
ment, very early incision and drain¬ 
age must be instituted. In the presence 
of abscess, drainage should be obtained 
by re-opening the incision leading to 
the site of abscess, but if it is too dis¬ 
tant from the incision for this pro¬ 
cedure it becomes necessary to diain it 
externally over its site. If, despite in¬ 
cision and drainage, infection should 
spread, bacteriophage or autogenous 
vaccine should be used. In some in¬ 
stances it will be found that the otdt 
nary stock vaccines prove more efficient. 

Experimental work shows that post¬ 
operative angina results from infection 
of the mucous membrane of the nose by 
lymphatic extension. This infection will 

occur in any nasal operat,on m winch 
prolonged tamponade is used. This pe 
nits epithelial destruction and invasion 
! ! organisms. The tonsils, on the other 
hand have been found experimentally 
^ become involved by extension o^ he 
infection by way of the veins. \\ hen 
theiichly vascularized turbinates are 
infected, ^the tonsils may become sec 
ondarily infected. 

The complication of postoperative 

- ous bacteriological there rs 

that one 


patient contracts it, all in the room seem - 
to do likewise. 

Whenever the mucous membranes be¬ 
come very edematous with decrease and 
possible blocking of air-way surface, the 
patient resorts to mouth breathing. The 
subsequent drying of the pharynx de¬ 
creases its resistance, so. that organisms 
can invade it more readily. In some of 
these cases there is also possible the ac¬ 
cumulation of mucus in the postnasal 
spaces, which contributes to the possibil¬ 
ity of infection. 

These anginal attacks usually begin 
with severe headache and temperature 
which ranges from 100 to 101° F. The 
patient is weak and examination occa¬ 
sionally reveals follicular tonsillitis. 
With local treatment of bicarbonate of 
soda alternating with sodium perborate, 
an oxidizing agent, the angina subsides 
quickly and the temperature becomes 
normal in from two to four days. 

Acute otitis media may occur after 
rhinoplasty, due to tamponade or forced 
blowing of the nose. The patient is ad¬ 
vised not to blow his nose. 

The lacrimal sac oftentimes may be¬ 
come inflamed ( dacryocystitis) by an ex¬ 
tension of an infectious process or by 
direct trauma. This appears as a cystic 
swelling below the inner canthus. On 
pressure, fluid and pus may come out 
through that punctum. 

Meningitis —one of the dreaded com¬ 
plications of submucous resection of the 
septum—is usually of short duration. 
The cause is not definitely known but 
the condition is usually due to severe in¬ 
fection or the possibility of injury to the 
cribiform plate. 


II. STRUCTURAL OR MECHANICAL 
COMPLICATIONS 

Sloughing of the skin of the nose oc¬ 
curs most often following operations 
performed by inexperienced surgeons 
(fig. 2). It may result from cutting the 
layers of the skin too close to the epi¬ 
dermis while the skin is being separated 
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re veals the following 


OF SURGEONS 


g com- 


Cases 


4 


Infection . 

Dacryocystitis .'“ ' ( 

Exostosis . ■> 

Hematoma .' .3 

Hemorrhage ......... o 

Adhesions . 5 

Difficulty in breathing!..'.'.' 4 


Per. Cent 
0.8 
0.2 
0.6 
' .06 
0,4 
0.4 

o.s 

Otitis media, anosmia and meningitis 
were not encountered. * ' 

CONCLUSIONS 

1. A proper history of each patient 
and a thorough general examination are 
essential prerequisites to prevent com¬ 
plications. 

2. Thorough operative training and 
operation-room sterility are essential. 

3. Infections may be superficial, 
deep or general. Their presence must 
be recognized and treated accordingly. 

4.. The function of the nose must be 
considered of greater importance than 
the form of the nose and must be kept 
intact by proper management. 

5, Hemorrhage and hematomata, 
the most important of the circulatory 
complications, can be prevented. 

6. The psychic equivalent in rhino¬ 
plasty must be considered, and the help 
of a psychiatrist pre-operativelv may 
save postoperative dilemma.- 


3. Laszlo, Alexander F. • Prartir-il c c- . 

T UC0US Pitfalls and Cor/efes°I St 

1936. ’ J 


goscope 46 :S40-847 


is 

(Nov.) 


RESUME 

Les Coinplicafioncs dans !cs 
■ Operations Rhinophstiques 

II est donne dans cette communica¬ 
tion un resume des complications qui 
peuvent survenir dans le cours et apres 
les operations rhmoplastiques. L’auteur 
riil° U *Pe Ces ^‘"plications sous quatre 
• ! "briques: infections. chan* events 

sti ucturels, changements circulatoires et 
modifications psychiques. Ces com- 
ph^tions sent etudiees et discutees. 
Lem frequence dans cinq cents cas de 
1 auteur est enumeree. 


2USAMMENFASSUNG 

Komplikationcn in dcr plastischen 
A ascnchintryic 


SUMMARY 

An outline is given of the complica¬ 
tions which may follow rhinoplastic 
surgery. These are grouped under the 
four headings of infections, structural 
or mechanical complications, circulatory 
complications, and psychic complica¬ 
tions. Each of these four types is dis¬ 
cussed. Percentage of occurrence in 
500 of the author’s cases is given. 


Es wire! erne Zusanimenfassuno- ,i er 
d»m S cl,e Veriindmmsen 

Verfassei- ,00 i. t “f 11 satz ( * er vom 
ange?fihr t . C WClU<:ten wird 


I miyia 
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SUMARIO 

C °>np/icaciaiies de la 

Rinopldstica 

Lna reseha es rhrl-i rU i 
eiones q ue '. c . - G as comphea- 

plastica. Estas cuu §'’ a nno- 

cuatro encabeVann'en n tos 8 de P - a 1- aS 611 J ° S 


circuhtorin 1 ? 168 y mecanicos > cam 
Cadauno de 6 s£V Can,bios f ^icos. 
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TREATMENT OF GASTRODUODENAL ULCER BY 
SUBTOTAL GASTRECTOMY 

SUMMARY 01* EXPERIENCE'" 


JOSE LASTRA CAMPS, M.D., F.A.C.S. 

Consulting Surgeon, National Police Hospital 
AND 

CAPTAIN ANTONIO M. RODRIGUEZ DIAZ, M.D. 

Chief Surgeon, National Police Hospital 
HAVANA. CUBA 


S TNfCF 1926 we have been treating 
gastric and duodenal ulcers by 
partial gastrectomy, with results 
superior to those obtained by less radi¬ 
cal measures. The great frequency w.th 
which we observed a high p°* 
o-astritis, at least m our countiy, anct 
tire study of our resected specimens ‘ ^ 
cether with the study of ulceia ea 
lesions have been in part responsible 

for our selection of extensive gastr^ 

inmv as the method of choice » c 
treatment of patients with such coneb- 

' "A „aoer we summarize the ex- 

1 obtained in the hospitals 

penence obtemed Albarrfn 

Cahxto Gaicia a U PoIice 

and, rej en ’ no . a riod 0 f thirteen 
fears *enttmber of patients on whom 

y 1 has been done totaling 255. 

gastiec y £ £ dleSe cases have 

The resultss m MW one of us at . 

already eei p an -American Medical 
the beven , ld in Havana in January 

?o°?r S W tav imd, in clinical study 

194b. - .j g the collabora- 

and special inY t ^ iJed colleagues 

si^r’ ve§ai Soto_ 

l °W°e Se'not”including in this series 
We aie nut ted on during 

lmmorrhagelnd perforation (we have 
—.he Intereationa! Seien.iSc A.»», 

May 22, 1939. 


done several such operations); those 
who had previously been submitted to 
gastro-enterostomy or those operated on 
for ulcers with malignant degeneration. 

In regard to sex, 224 males and ol 
females have been operated on. 

The oldest patient was 74 years of 
age and the youngest 16. The longest 
period elapsed from the beginning of 
symptoms to the time of operation was 
thirty years, the shortest six months. 


PREOPERATIVE TREATMENT 

We have given special care to mea¬ 
sures for general rehabilitation: hydra¬ 
tion, etc. In anemic subjects and those 
with a low plasma protein level, trans¬ 
fusions have been used. I f malnutri¬ 
tion was present, the patient was kept 
on a nutritive diet before operation. 
Focal infections were eradicated. Even 
in the absence of obstruction the 
stomach was washed for several days 
previous to operation. We had little ex¬ 
perience with vaccination. Immediately 
before the patient is sent to the operat¬ 
ing room, the Levine tube is passed 
through the nose, and it is kept in posi¬ 
tion for the first three days after opera¬ 
tion. This reduces postoperative edema 
at the site of the stoma and combats 
toxemia caused by retention. The pa¬ 
tient may begin to drink water every 

of the International College of Surgeons, New York, 
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compiiquer J’appendicite. Le rra de¬ 
ment de ces conditions cst donne en 
detail. 

ZUSAMMENFASSUNC 

Typhtoappendicitts 

Ein Fall von akuter Appendicitis, m 
einem 18 Jahre alten Madchen. wire! be- 
richtet. Komplikationen machten etnc 
zweite Operation notwendig am dritten 
Tage nach der Operation, als man eine 
Perforation der Basis des Coecums fand. 
Genesung folgte. Mdgliche Komplika¬ 
tionen sind Typhloappendicitis, Typhli¬ 
tis oder Pantyphlitis Behandlungs- 


vreisen dieser Zustande werden be- 
sclirieben. 

SUMARIO 
Tiflo-A pend tcitis 

L'u caso de apendicitis agtida pre- 
sentado en una joven de IS ahos, es 
presentado. Complicationes hicicron 
una segunda operacion necesaria en el 
tercer din post-operativo, y una per¬ 
foration de la base del ciego hie en- 
contrada. Mejoria siguio. 

Tiflo-Apendicitis, tiilitis, 6 pantillitis 
pueden presentarse. Metodos de trnta- 
miento de estos casos son descritos. 


Attend the 

NATIONAL ASSEMBLY 
of the 

UNITED STATES CHAPTER 
of the 

INTERNATIONAL 
COLLEGE OR SURGEONS 


Venice, Florida 
February 11-14,1940 
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blood chemistry must be closely watched, 
especially in regard to chlorides, for 
those patients who lose a great amount 
of chlorides through the stomach tube. 
At frequent intervals analyses of the 
total chloride content (globular and 
plasmatic, urea and alkaline reserves) 
are made. 


abscess formation. We think that un¬ 
due mobilization of the patients and al¬ 
lowing them to strain has much to do 
with “the onset of infarcts. We have 
reduced the frequency of these with the 
permanent use of the gastric tube. 
Formerly we washed the stomach once 
or twice daily with the large stomach 


TABLE 1 


SYNOPSIS OF 16 DEATHS IN 2SS CASES OF GASTRODUODENAL ULCER TREATED BY 
, SUBTOTAL GASTRECTOMY* 


No. of Cases Complications 
7 Pulmonary 

1 Subphrenic 

abscess 

2 Unknown 

5 Duodenal 

perforation 

1 Heart disease 


* A mortality of 0 per cent. 


Comment 

Generally of embolic nature, with infarct; 2 patients died owing to 
multiple lung abscesses 

After multiple lung abscesses patient died 2 months post- 
operatively 

Dysenteriform diarrhea with high temperature on the 12th post¬ 
operative day; hyperthermia on the 2nd day 

A diabetic patient had perforation of the duodenal stump, dying 32 
days after operation with advanced malnutrition; another patient 
died 2 days after perforation, presenting simultaneously a pul¬ 
monary complication 

A case of advanced syphilis, although well treated; during operation 
old syphilitic lesions were found in the liver 


During the first three postoperative 
days only water is given by mouth; this, 
as has been stated, is immediately as¬ 
pirated. On the fourth day, if every¬ 
thing is well the tube is withdrawn and 
small quantities of albumin water and 
tea are given. Twenty-four hours later, 
the administration of milk is begun, and 
from the seventh to the eighth day soft 
food, such as cereals and mashed 
vegetables, are allowed. All other in¬ 
dications are those prescribed for any 
ordinary laparotomy case. 

We have recommended that, when 
possible, the patient inhale several times 
daily a mixture of oxygen and carbon 
dioxide, with the purpose of preventing- 
pulmonary complications. 

COMPLICATIONS 

The most commonly observed com¬ 
plications were pulmonary, occurring in 
11.8 per cent of all the cases and rang¬ 
ing- from mild bronchitis to lung infarct, 
which may be followed by secondary 


tube, to which the patients objected 
greatly, this washing being followed by 
contractions of the muscles of the ab¬ 
dominal wall and diaphragm. 

Perforation of the duodenal stump 
was observed in 4.3 per cent of the pa¬ 
tients, 5 of whom died. The others re¬ 
covered in from fifteen to forty-five 
days, with no untoward results. This 
complication is treated by suction and 
plugging the sinus. 

We have had 2 cases with postopera¬ 
tive hemorrhage serious enough to en¬ 
danger life. In both cases this compli¬ 
cation occurred on the second postoper¬ 
ative day. Good hemostasis during the 
gastro-intestinal suturing is the best 
prophylaxis, and the bleeding blood ves¬ 
sels should be ligated separately before 
starting the continuous suture. 

Diarrhea was present in 3.1 per cent 
of the patients when they started feed¬ 
ing, and lasted a few days. This com¬ 
plication is rather difficult to explain. 

In our series we have seen 3 cases 
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Sections of the congress and their chairmen were 
as follows: 

Biophysics, Gioacchino Failla, D Sc. New 
York. 

Genetics, Clarence C. Little, Sc D„ Bar Har¬ 
bor, Maine. 

Experimental pathology, Dr William H Wog- 
lo/n, New York. 

General pathology, Dr Milton C Wintemit/. 
New Ha\ cn. Conn 

Surgery, Dr. Frank H. Lahcy, Boston. 

Diagnostic roentgenology, Dr John D Camp. 
Rochester, Minn 

Therapeutic radiology. Dr. Ursus V Portmann. 
Cleveland. 

Statistics and education, Dr Burton T. Simp¬ 
son, Buffalo. 

General section. Dr. Francis Carter Wood. 
New York. 

Each evening lectures were presented sur¬ 
veying some special field. Included in these lec¬ 
tures was one by Dr. Thomas Parran. Surgeon 
General, U. S Public Health Service. Washing¬ 
ton, D C., on "‘Cancer and the Public Health," 
and one by Dr James Ewing. New York, on 
"Cancer, Present and Future." 


The Italian National Congress of Obstet¬ 
rics and Gynecology will be held in Turin 
October 15-18. The official topics are gynecologic 
symptoms of extragenital diseases and ovarian 
hormone treatment in obstetrics and gynecology 


A course in balneology will he offered b) the 
Hungarian Postgraduate Medical Education 
Committee in Budapest October 2-8. The pro¬ 
gram will be sent oil request to the committee, 
Estcrha/v-utc.i 9. Budapest VIIf. 


The International Congress of American¬ 
ists began Us twenty-seventh session on August 
5 in Mexico C»ty. under the patronage of Presi¬ 
dent Cardenas Over three hundred students of 
archeology, anthropology and history were in at¬ 
tendance Dr Alfonso Caso. director of the 
National Institute of Archeology and History. 
Mexico Cit), was elected president, and Gen¬ 
eral Cardenas honorary president T A. Joyce, 
lately of the British Museum, and M. Paul Rivet, 
of the Museum of Man in Paris, were chosen 


honorary vice-presidents. An excursion was 
made to the pyramids and the museum at San 
Juan dc Teotihuaean. 

The seventh congress of the Association pour 
la Documentation photographique et cine- 
matographique dans les sciences will be held 
in Pans on October 12 and 13. On the first day 
members will meet at the Palais de la Decouverte 
and on the second day at the Muscc Pcdagogique 
dc l’£tat. Further information may be obtained 
from Dr. Charles Claoue, 39, rue Scheffer. Paris. 
16 


The fourth international congress tinder the 
auspices of the European Society of Structive 
Surgery will be held in Paris October 5-7. 
Prof Pierre Sclnleati. Paris, is honorary presi¬ 
dent and Dr. Leon DufourmeiUcI is president. 
The subjects chosen for discussion arc treatment 
of deformities resulting from scar retractions of 
the eyelid and treatment of deformities of the 
jaw Other communications will be strictly lim¬ 
ited to subjects in plastic and reconstructive sur¬ 
gery For further information address the see* 
ret ary «f the congress, Maisnn tie Chirurgie, 
9 rue de Turin, Paris 


The twelfth International Congress of the 
History of Medicine was held in Berlin 
from September 22 to 28, 19-10. The chief sub¬ 
jects for discussion were the evolution of 
medicine in different countries from Harvey to 
Haller, the epoch of medical philosophers, intro¬ 
duced by Dr. Laigncl-Lnv.isline. professor of the 
history of medicine in the faculty of medicine of 
the University of Pans, and the history of 
typhus, introduced by Professor Zeiss, director 
of the Institute of Hygiene of the University 
of Berlin 

The fourth Congress of French-Speaking 
Electroradiologists will be held in Pari*. 
October 11-14 under the presidency of Dr Louis 
Delherm This congress w.i» pnsponed trotn 
October. 1938 Those who wish to attend should 
send applications as soon as possible to M It Dr 
Dartaux, secretary-general.. 9 bis, Bonin an] 
Rochechouart. Paris 9 
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emptying time of the stomach. These D,. s.»o» E„sc M , i„dia„apo,is ; At[entio „ 
LllOt able modifications are obtained in ,w s been celled to the subject of complications 
Uie great majority of the patients when fo “°^ ,n / insecure suturing, and the hemorrhage 
a correct technic is followed durino- the , ch , loI!< j' vs sut ure of the duodenum or the 


a correct technic is followed during the 
operation, and the surgeon must keep 
in mind his purpose in the case of a 
patient suffering from peptic ulcer. 

SUMMARY 

The results obtained with partial 
gastrectomy in 255 cases of gastric and 
duodenal ulcer are presented. There 
were 16 deaths, a mortality of 6 per 
cent. The preoperative treatment, 
anesthesia, operative technic, postopera¬ 
tive care, complications and favorable 
end-results are described. 
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DISCUSSION' 

Dr. R. W. McNealy, Chicago: The com¬ 
plications of resection have interested me, par¬ 
ticularly recently, because it has been my 
privilege to confer with a number of my col¬ 
leagues when they were in difficulty. Probably 
the greatest number of complications that I sec 
in resections of the stomach arise from the 
method of handling the duodenum. Whether 1 
this is due to a lack of anatomic knowledge of < 
this area, or fear of injuring the common t 
duct, or invading the pancreas or the gastro- < 
duodenal artery, I am not sure, and whether t 
it is due to a lack of appreciation of the im- \ 
portance of the peritoneum, enclosing the duode- r 
mini, I do not know. £ 

One may venture to say, however, that a rather t 
high percentage of the accidents occur from f 
leakage of the duodenum. In some cases I have t< 
seen recently the patient had a fistula following e 
a resection. The character of the contents made tl 
it difficult to decide the source of the discharge, ti 
but I felt that in the majority of cases the dis- jj 
charge came from the duodenum. When in- al 
vestigation revealed this to be true, it strength- th 
enedTny belief that the duodenum is the site of oi 
the greatest number of leakages. cc 

We are inclined to pay particular attention ar 
to the method of suturing the stomach. Hurry- sti 
ing over the duodenum to secure speed deprives 
us & of the safety which should reside in a thor- of 
ough closure and a careful inspection after it is wf 
closed. ofi 


----- -, vmwciuuu \j t LUC 

stomach. Dr. McNealy called attention to the 
fact that at times there is complication of fistula. 

I have an exhibit showing a hemostatic im¬ 
proved suture of the stomach and bowel. The su¬ 
ture consists of a combination of reverse crossed 
loops, which tend to protect the edges of the 
sutured viscera and to produce better approxi¬ 
mation. It has been successful in my hands, 
and I hope that it will be a factor in producing 
better security following suture of the stomach 
and bowel. 

It is not dependent on a continuous suture. I 
use a continuous suture over the clamps, but I 
take the clamps off and make the suture taut 
and use that suture only as a carrier for the 
hemostatic suture. I put no dependence on the 
running suture This is used to hold the tissues 
together, and a hemostatic suture is used over it 
one that goes through and through and back and 
forth and advances as it goes forward. This is a 
safer method of closing the duodenum or the 
stomach. At times I take the ends of this run¬ 
ning suture, which I use as a guide, and tie them 
together, thus infolding the sutured stump. 


i^? R ' Richard a - Leonardo, Rochester, N. Y.: 
Whenever I go to Europe I visit the Verebely 
■ clinic m Budapest, in order to see the assistants 
domg the gastrectomy. They use a stomach clamp 
a mechanical suturing device. They employ 
a De Petz clamp, and by this means they are able 
to remove two-thirds of the stomach n thirty- 
five minutes. I started to do operations on the 
cadaver there. The cheapest place I know of for 

o SlsTr 1,1 Ur ° PC ’ S in Budapest. For $10 
or a day one can do as many cadaver opera¬ 
tions as he wishes. With the assistance of a 
professor and an orderly who acts as a male 
nurse, the De Petz clamp works well. It saves a 
great deal of time but T t ■ i . S a 

that after it Im i ’ , am Lorly convinced 

ee ends of H 7" T’ f ° r SCVCral the 

the free tml of n , ‘ Mna » device on 

turn [StTcrew , ?T P ' "' ,th a thlmb screw, 
iaw of the daU Tb 8 ^ thc . frec ™ ds the 
able wheel and ^ he ” they lnsert t!le remov- 

.h». S llTlt 

one pair at a time and f; pS are sta P led 

comes out fron he bafk o them * r ° d 

three handles projecting S ° 

stitches are made, 22 clips on each side 1 "™ 5 

0 f awav a of Sa grCat dea ‘ ° f time ' hut I thought 
when one cu^bet'^ ^i clamp ’ 1 noticed that 
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lion's income during 1938 was approximately 
$7,000,000. In appropriating $15,000,000 it ».i« 
necessary, therefore, not only to use up the bd- 
ancc carried over from earlier years, hut to u>» 
$3,755,000 from the principal fund In carry¬ 
ing out its 1938 program the Foundation opt rand 
in forty-two countries in all parts of the won-i 
Eighteen of these countries were m Europe h> i 
m Asia, two in Africa, five in South America 
and ten in North and Central America and tb< 
West Indies, two were islands of the Pacific 
Twenty-five per cent of the money given went 
to foreign countries, and the remainder, seventy - 
five per cent, was for work in the United States 


In commemoration of the eleventh anniversary 
of the death of Dr. Hideyo Hoguchi, of the 
Rockefeller Institute for Medical Research, m 
Accra, West Africa, where he had gone for 
work with yellow fever, a memorial hall was 
dedicated at his birthplace in Okinajinia, Japan. 

Prof Joseph Rigney D’Aunoy, professor of 
pathology and bacteriology at the Medical Center 
of the Louisiana State University, has been 
decorated with the Order of Commendatore of 
the Crown of Italy “in recognition of his achieve¬ 
ments in the fields of medical research and edu¬ 
cation.” Until his recent resignation, Prof 
D’Aunoy was dean of the Medical Center. 


Dr. Gerald B. Webb received the Trudeau 
Medal of the National Tuberculosis Association 
during the annual meeting of the society in Bos¬ 
ton, in recognition of Ins attempts “to produce 
specific immunity against tuberculosis by the in¬ 
oculation of animals with very minute numbers 
of tubercle bacilli.” Dr. Webb is research di¬ 
rector of the Foundation for Research m Tu¬ 
berculosis at Colorado Springs. 


Dr W. G. Barnard, consultant histologist of 
the Public Health Department of the London 
County Council, has been appointed to the chair 
of pathology of the University of London, ten¬ 
able at St, Thomas's Uo>pitai Medical School. 


Sir Harold Beckwith Whitehouse, Birming¬ 
ham, was chosen president of the British Medical 
Association at the annual meeting in Aberdeen, 
and Dr Thomas Fraser was installed as presi¬ 


dent Sir Ernest Kay Lc Fleming, Wimborne, 
chairman of the council for several years, was 
tfitted a vice-president. The Association will 
nutt in Birmingham next year. 


The Royal College of Physicians has made the 
following awards, the Baly Gold Medal to Dr. 
C. H. Best, professor of physiology in the Uni¬ 
versity of Toronto, for his physiological research; 
the Moxon Gold Medal to Sir Arthur Hurst, 
senior physician to Guy’s Hospital, for bis re¬ 
search and observations in clinical medicine; and 
the Weber-Parkes Medal and Prize to Sir 
Pendril! Varrier-Jones, founder and medical 
director of the Papuorth Village Settlement, for 
Ins work on tuberculosis. 


Dr, Vernon L. Hart, of Minneapolis, was 
awarded the annual gold medal of the South¬ 
ern Minnesota Medical Association for the best 
scientific exhibit at the Minnesota State Medical 
Association. Dr. Hart is an instructor in the 
University- of Minnesota Medical School. 


Tin* hundredth anniversary of the presentation 
of the daguerreotype process of photography to the 
French Academy by Louis Jacques Daguerre, 
father of photography, was commemorated on 
August 17 at the Eastman Kodak Building at the 
World’s Fair with the opening of an exhibition 
of daguerreotype equipment. This included a 
camera operated by Charles H. Tremaine, the 
only dagucrreotypisl in the United Stales. An 
original daguerreotype by- Daguerre, an 1837 
photograph, which is the earliest existing still* 
life, was on exhibit. There was also an 18-15 
daguerreotype panorama of Niagara Falls. 


The Committee for the Celebration of the 
President's Birthday reported August 10 lo Presi¬ 
dent Roosevelt that the 1939 drive for funds to 
aid in fighting infantile paralysis netted $1,329,- 
100. The National Foundation for Infantile 
Paralysis, Inc , organized this year oil a nation¬ 
wide basis, will administer the fund. Half of 
the money * is to be used for research and the re¬ 
maining half will be sent to local chapters. The 
largest part of the proceeds of the* drive* came 
from the birthday balls and other events held 
January 30. The "March of Dimes" cam*; .i'gn 
raised $217,602.28. Other cor 4 * ' 

to $96,971.58. 
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cecum is edematous; a greenish gela¬ 
tinous secretion covers all the affected 
tissues; the appendix is necrotic and ad¬ 
heres closely to the ileum or the mesen¬ 
tery. We cannot hope to remove this 
infected mass. Simple appendicectomy 
is insufficient because this would be fol¬ 
lowed by two dangers—persistence of 
the infection and possibly a secondary 
mesenteric hemorrhage. Only a single 
procedure is possible after the appendi¬ 
cectomy. Despite the danger of post¬ 
operative eventration, a large Mikulicz 
drain assures control of the infection 
and of possible hemorrhage. This is 
our practice and it is the only procedure 
which offers hope of recovery. 

CONCLUSIONS 

This clinical study requires further 
histological confirmation. The operative 
findings should be confirmed by the 
presence of obstructed follicles and 
lymphoid organs similar to those of the 
wall of the appendix. Such a study, 
which requires the examination of nu¬ 
merous histological sections, is under 
way, and I hope to be able to publish 
the findings in the near future. 

SUMMARY 

A case of acute appendicitis occurring 
in a girl, aged 18, is reported. Compli¬ 
cations made a second operation neces¬ 
sary on the third postoperative day, 
when a perforation of the base of the 
cecum was found. Recovery followed. 
Typhlo-appendicitis, typhlitis, or pan¬ 
typhlitis may occur. Methods of treat¬ 
ment of these conditions are described. 

DISCUSSION 

Dr. James A. Gettings, New Haven, Conn.: 
I think complications would be greatly lessened 
if an early diagnosis were made. I always dram, 
and I always invert the appendix. One feature 
that has interested me very much is the com¬ 
plication of embolism. I read an interesting 
paper some years ago on the probable explana¬ 
tion of some of the causes for this condition fol¬ 
lowing acute appendicitis. The nurse, wishing 


to do all she can to aid the comfort of the 
patient, sometimes resorts to vigorous massage, 
which could well initiate a thrombosis, followed 
by a fatal embolism. Greater dependence should 
he placed on physical rather than laboratory find¬ 
ings in all cases of acute appendicitis, whether 
or not diagnosis is made early. 

Dr. Felix Cun ha, San Francisco: The ques¬ 
tion of whether to drain or not to drain or 
whether to invert or not to invert could be dis¬ 
cussed all day and all night. Each surgeon has 
his own opinion, based on personal experience, 
and, after all, one expresses one’s individuality in 
doing surgery. One should not have any set rules 
or formulas and should adapt oneself to the case 
at hand. 

With regard to inversion, that depends en¬ 
tirely on the condition of the wall. If there is a 
good, nonin’ammatory area, one may invert; but 
it there is a great deal of inflammation one is 
likely to get into more trouble by inverting, with 
probably a residual abscess. 

As to the question of the complication of em¬ 
bolism, I wonder if this cannot be avoided in very 
bad cases, in which pus is present in large 
amounts, by going up a bit. where the appendiceal 
vein enters, amt possibly interrupting the path 
of embolism. 

Dr. Andre Crotti, Columbus. Ohio: Complete 
resection of the cecum should be done only rarely. 
I have had to resort to that, but the condition 
was no longer acute appendicitis; it was subacute 
and protracted and had produced massive involve¬ 
ment of the cecum and massive attachment of the 
adjoining loops of bowels, causing obstruction. 

Dr. Voncken: Some surgeons still follow the 
method of not draining, even after perforation. 
That is entirely incomprehensible to me. Also. 
I feel that the appendix should not be left behind. 
My practice is to remove it, because I feel that 
even after marked perforation few or no com¬ 
plications will follow removal of the appendix. 


RfiSUMfi 

Typhlo-appcndiciic 

L’auteur rapporte un cas d’appendi- 
cite chez line jeune fille de 18 ans. Le 
troisieme jour apres Foperation, des 
complications survinrent et, deman- 
derent une seconde intervention. li y 
avait une perforation du coecum la 
malade se retablit. La typhlo-appendicite 
la typhite, et la perityphlite peuvent 



OBITUARIES 


369 


gress of American Physicians and Surgeons, and 
of the Inter-State Postgraduate Medical Asso¬ 
ciation of North America. 

During the World War he was commissioned 
Major in the Medical Reserve Corps on April 9, 
1917, and Colonel of the Medical Corps of the 
National Army on June 15, 1918. He served as 
chief consultant for all surgical services during 
the period of the war and was stationed in the 
office of the Surgeon-General in Washington 
He was commissioned Brigadier-General in the 
Reserve Corps in 1921 and since then has served 
at various times as consultant in surgery to the 
War Department. 

His memberships in medical organizations, in 
military organizations and in civic bodies were 
far too numerous even for listing. Most of the 
important foreign medical societies of the world 
had elected him an honorary member. 

His contributions to medical literature, previ¬ 
ously mentioned, were well beyond 300 in num¬ 
ber, beginning with a report of an operation for 
ovarian tumor and covering many phases of med¬ 
ical and surgical science, a wide variety of com¬ 
mencement and honorary addresses, a number 
of descriptive letters of travel and philosophic 
contributions to the problems of our day. 

In 1915, Drs. William J. and Charles H. Majo 
donated $1,500,000 to establish the Mayo Founda¬ 
tion for Medical Education and Research in 
Rochester in affiliation with the University of 
Minnesota. In 1919 the brothers formed the 
Mayo Properties Association to hold all the prop¬ 
erties, endowments, and funds of the Mayo Clinic 
to insure the permanence of the institution for 
public service. Again in 1934 the Mayo Prop¬ 
erties Association presented a gift of $500,000 to 
the University of Minnesota, making a total of 
$2,800,000 that the brothers had given to the 
Mayo Foundation. In sending this contribution. 
Dr. William J. Mayo wrote, in part: 

“Our father recognized certain definite 
social obligations. He believed that any man 
who had better opportunity than others; 
greater strength of mind, hotly, or character, 
owed something to those who had not been so 
provided; that is, that the important thing m 
life was not to accomplish for oneself alone, 
but tor each to carry his share of collective 
responsibility . . . The fund which wc had 
built up and which had grown far beyond 
our expectations had come from the sick, 
and we bche\cd that it ought to return to 
the sick in the form of advanced medical 
education, which would develop better- 
trained physicians. and to research to reduce 
the amount of sickness . The people's 
money, of which wc have been ihc^moral cus¬ 
todians, is being irrevocably returned to the 


people from whom it came. . . . The prac¬ 
tice of medicine in Rochester is carried on 
in* the same manner as by other members of 
the regular medical profession throughout 
the state and nation. All classes of patients, 
without regard to race or creed, social or 
financial standing, receive necessary care 
without discrimination. ..." 

These words reflect the great character, the 
human kindliness, the profound human sympathy 
that were the part of Dr. William James Mayo. 
It has been said that opportunity and great oc¬ 
casions make great men. Exception to this rule 
is present in the lives of Drs. William J. and 
Charles H. Mayo They made a small village 
into one of the most notable medical centers of 
the world wholly through a genius for surgery 
and for medical leadership. Throughout their 
careers they devoted themselves to the advance 
of scientific medicine and of the medical pro¬ 
fession which they served so nobly and which 
gloried so greatly in their achievements. 

In 1906, when Dr. William J. Mayo read his 
presidential address to the American Medical As¬ 
sociation, he forecast and considered some of the 
great problems that concern medical practice to¬ 
day He attacked abuses of medical care by 
public service corporations and the abuse of med¬ 
ical charity by those able to pay. He condemned 
all attempts by those not trained in the science 
and art of medicine to dominate Us functions 
To the very end he contended for this point of 
view And in a note written just a few days 
before his death, he urged continued work for 
the advancement and stabilization of medical sci¬ 
ence and the traditions of medical practice. 

All the world pauses in the midst of its turmoil 
and stress to give lum honor and to pay him in 
his death the tribute that is so justly Ins due—a 
great physician, a superb surgeon, a magnificent 
leader, a beloved man 1 

(J \ M \ > 


Prof Karl Sudhoff, noted litrnun uudical 
historian, died Oct 8. 1038. at the a^c «>f 85 


Prof. E. C van Leersum, Dutch medical 
historian, died Feb 15. 1938 aged 76 


Prof. Marcel Labbc, noted Pans clinician, 
died in May 1938 




HARLOW BROOKS MEMORIAL 
CONFERENCE 

Dr. Charles 11. Arnold, executive secretary of 
the scientific section of the United States As¬ 
sembly, addressed the fourth Harlow Brooks 
Memorial Navajo Clinical Conference held 
August 28-30 at Canado, Arizona. His subject 
was "Treatment of the Ruptured Appendix." 

Dr. George \Y\ Crile, of Cleveland, spoke on 
"The Antithetic ln’Tience of Reason and Emo¬ 
tion in the Genesis of Coronary Disease and Hy¬ 
pertension. The address was divided into two 
;sections, Part I, "The Mechanism of Reason and 
Emotion,” given August 28, and Part II, "Clinical 
Application of Findings," given August 30. 

Others scheduled to speak and their subjects 
were Dr. Joseph M. Greer, Phoenix, Arizona, 
who presented bone and joint cases; Dr. Ray M. 
Balyeat, of Oklahoma City, Oklahoma. “Diag¬ 
nosis and Treatment of Common Allergic Mani¬ 
festations Encountered by the General Practi¬ 
tioner” and “Diagnostic and Therapeutic Value 
of the Use of Iodized Oil in Chronic Asthma tint! 
Bronchiectasis”; Dr. Alfred E. Gallant, of I-os 
Angeles, "The History and Treatment ot Acute 
Fractures of the Femoral Neck”; Dr. Robert 
Stanley Flint), of Phoenix, "The Treatment o! 
Cardiac Irregularities"; Dr. Phil W. Shumaker, 
of Los Angeles, "Intra-Gastric Photography": 
Dr. E. Forrest Boyd, of Los Angeles, "A Doctor 
Looks at Medicine Around the World Through 
Colored Movies"; Dr. John G. Hayden, of Kan¬ 
sas City, Missouri, "The Treatment of Varicose 
Veins”; Dr. Max Tliorek, of Chicago. "Advan¬ 
tages of Electrosurgical Obliteration of the Gall 
Bladder Over Classical Cholecystectomy. 

Others were Dr. E. Payne Palmer, of Phoenix, 
Arizona, "Early Diagnosis and Radical Treat¬ 
ment of Caricnoma of the Colon”; Dr. Wil¬ 
liam E. Branch, of Los Angeles, “Gastric Resec¬ 
tion"; Dr. Thomas G. Orr. of Kansas City, " i he 
Treatment of Fresh Wounds and Wound Heal¬ 
ing” and "The Management of Acute Intestinal 
Obstructions": Dr. Carl Rusche, of Los Angeles, 
"Injury of the Ureter, Including Surgical, Intra- 
ureteral Instrumentation, External Violence and 
Foreign Bodies, with a Report of Fifty Cases"; 
Dr. Charles A. Thomas, of Tucson, Arizona, "Ex¬ 
trapleural Pneumothorax in Tuberculosis”: Dr. 


J. IP Patterson, “Gall Bladder Subserous Dissec¬ 
tion and Lipidol Injection of the Common and 
Hepatic Ducts”; Dr. E. Forrest Boyd, "Pneu¬ 
monia”; Dr. Frank R. Tcachenor, of Kansas City, 
Missouri, “Surgical Relief of Intractable Pain”; 
Dr. William II. Daniel, of Los Angeles, "Cancer 
of the Rectum”; Dr. YV. Warner Watkins, of 
Phoenix, “The Correlation of Clinical and 
Roentgenological Evidence in Chest Diseases”; 
Dr. Charles W. Sechrist, of Flagstaff, Arizona, 
“Nursing Problems in Small Hospitals"; and Dr. 
E. A. Campbell, of Gallup, New Mexico, "Dif¬ 
ferential Diagnosis in Gastric Carcinoma." 

-o- 

American Congress of Physical Therapy 

The eighteenth annual session of the American 
Congress of Physical Therapy was held at the 
Hotel Pennsylvania. New A^ork, September 5-8. 
The formal opening of the congress took place 
on the evening of September 5, with addresses 
of welcome by Drs. Terry M. Townsend, New 
York, president of the Medical Society of the 
Stale of New York; Farel Jouard, New A^ork, 
president. New A'ork Physical Therapy Society, 
and Beniamin Ulnnski, Philadelphia, president, 
Pennsylvania Therapy Association. 

Dr. William H. Schmidt. Philadelphia, made 
his official address as president on "The Future 
Development of Physical Therapy.” Other 
speakers included Drs. Bayard T. Horton and 
Frank PI. Krusen, Rochester, Minn., on "An 
Evaluation of Methods and Mechanical Devices 
for Producing Increased Blood Flow in the Ex¬ 
tremities;" Horatio B. Williams, New A^ork, on 
“Radio Interference by Electric Apparatus,” and 
Russell L. Cecil, New York, on "Physical 
Therapy as Compared with Other Forms of 
Therapy in Arthritis.” 

The section on eye, ear, nose and throat held 
sessions September 6 and 7. The general scien¬ 
tific session on September 7 was devoted to a 
symposium on fever therapy. 

-o- 

The Third International Cancer Congress 
was held in Atlantic City, N. J„ September 
11-15, at the Haddon Hall Hotel under the presi¬ 
dency of Dr. Francis Carter Wood, New York. 
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and chat over the details of every phase of the 
Association’s activities, until it was time to re¬ 
turn home for dinner. Many of his thoughts and 
words on his death-bed were of the Association 
and of his own love for it. 

Space makes it impossible for us to dwell on 
other of the many activities which engaged Dr. 
New’s attention and to all of which his help was 
invaluable. It was only during his last weeks 
that lie accepted the post of Secretary to the 
Council on Medical Missions New’s life was 
short, but, if time i9 to be measured not by years 
but by work, it was longer than many others of 
twice his age. 

Dr. New was a keen Mason and took a prom¬ 
inent position in that body. He was a Member 
of Scottish Rites Bodies, Shanghai, Member of 
Islam Temple, A.A.O.N.M.S., San Francisco; 
Life Member and Founder of Amity Lodge, No. 
106, A.F.&A.M., and Founder and Member of 
Nanking Lodge, No. 108 
Intensely loving himself New was loved by all, 
especially by his own immediate colleagues, and 
when his condition required blood transfusion, 
as latterly it did on a number of occasions, there 
was no lack of volunteers to render him this 
service. 

He died on May 4, 1937 and was buried in the 
International Cemetery, Shanghai. The funeral 
service, attended by several hundred of his many 
friends, was held at the Funeral Directors on 
May 11, and he was buried that afternoon with 
Masonic rites. 

Of the many tributes to the memory of Dr 
Way Sung New none is finer than that adopted 
by the Council on Medical Missions which we 
should like to quote in full 

“Deeply conscious of its loss m the death of 
its Secretary, Dr. Way Sung New, the Council 
on Medical Missions of the Chinese Medical 
Association desires to record its tribute of ap¬ 
preciation for his devoted life, 

“Though Dr. New commanded our respect 
for the distinguished professional position he 
had attained, he was beloved of us all for some¬ 
thing far deeper. He was a constant follower 
of that Master who ‘Came not to be ministered 
unto, but to minister.' Direct and frank in 
speech and action, he was always full of grace 
and kindness. 

“To no other physician belongs more credit 
for the vision and energy that resulted in the 
amalgamation of the National Medical Asso¬ 
ciation and the China Medical Association into 
a single body, the present Chinese Medical As¬ 
sociation Both as the first president and, later 
as Executive Secretary of that body, he was 
constantly concerned for the work of this 
Council and for all forms of Christian medical 
work in China. 


"This concern was so deep that, in spite of 
increasing ill-health, he accepted the Secretary¬ 
ship of this Council only a month before his 
death, believing that the time had come for a 
Chinese Christian physician to enter this field 
of service, and that it was his own duty to 
undertake the task. 

“Even though he was not able to render ac¬ 
tive service m the Council, he thought and 
spoke of its needs repeatedly during the last 
weeks of his life, conscious that it was the 
agency which should be used for linking the 
Christian Hospitals to the Christian Church 
as well as to the health programs of the con¬ 
stituted authorities. 

"To Mrs. New, their son and the other mem¬ 
bers of Dr. New’s family vve express our 
deepest sympathy. We rejoice that wc can 
join with them in gratitude to God for the 
fragrant memory of his life and for the in¬ 
spiration to Christian living that he has left 
us all.” 

J. L. M. 

AN APPRECIATION 

China has lost a great human personality. The 
death of Dr. Way Sung New at his home m 
Shanghai early on the morning of May 4 re¬ 
moves from leadership, not only a man influential 
in medicine, but one who was a man of vision 
and courage in all human relationships. 

Born in Shanghai on June 14, 1892, son of the 
late Shangshou* New. ail early Chinese student 
sent to America. Dr. New was always associated 
with the life of tins city. lie graduated from 
St John's Middle School in 1907. received Ins 
A B. Degree at St John's in 1910, and Ins M.D. 
at Harvard Medical School in Boston m 1914. 
In 1915-16, he taught anatomy at the Harvard 
Medical School of China m Shanghai, then re¬ 
turned to the United States for further training 
in several hospitals. 

It was at this time that he received his early 
impulse to take up oitbopcdic surgery. He was 
orthopedic assistant and house surgeon m the 
Massachusetts General Hospital 1917-18, and 
continued in this field at Johns Hopkins Hospi¬ 
tal, returning to take charge of orthopedic sur¬ 
gery at the Peiping Union Medical College for 
two years, 1918-20. 

Service of Tire Crippled 
No more significant page is to be found in Dr 
New’s own diary than that which described bis 
determination to invest Ins life in the service of 
the crippled in China. In his own words, “I 
was visiting Nanking one day, and while I was 
going through a certain hospital, I saw eight or 
ten men and women in different wards who were 
apparently cripples. ‘What arc you doing with 




Publication of "Revista de Medicina y 
Cirugia,” monthly organ of the Neoleones Syn¬ 
dicate of doctors and surgeons, has been begun 
in the city of Monterrey. 

-o- 

For the purpose of presenting diplomas of Fel¬ 
lowship to members of the Mexican Chapter of 
the International College of Surgeons, a 
brilliant reception was held August 26 in the 
Quinta del Lago, sumptuous residence of Dr. 
Abraham Gonzalez, FJ.C.S. 

-o- 

Mexican scientific societies unite in the cele¬ 
bration of the third centennial of the death of 
the noted Mexican, Don Juan Ruiz de Alarcon, 
whose genius shone in the Century of Gold for 
the glory of Castilian letters; the great classicist 
died in 'Madrid August 4, 1639, and his remains 
lie in the parish of St. Sebastian of that city. 

September 3-S the third medical week organ¬ 
ized for the Neoleones Syndicate of doctors and 
surgeons took place in the city of Monterrey. 

-o- 

On August 10 the clinic and sanatorium of 
orthopedic and traumatic surgery of Dr. Alfonso 
Ortiz Tirado, F.I.C.S., was opened. 

-o- 


The Ophthalmic Institute of Puerto Rico, 
established in 1937 by Drs. Luis J. Fernandez- 
Garcia and Ricardo F. Fernandez in San Juan, 
recently moved into a new building in Puerto dc 
Tierra, near San Juan. The new institute, built 
at a cost of about $70,000, has four floors. On 
the first floor are the offices; on the second, 
private rooms and an operating suite; on the 
third, wards; and on the fourth, living quarters 
for the resident staff. In the basement is a dis¬ 
pensary. Dr. Luis J. Fernandez-Garcia, a 
graduate of the University of Maryland School 
of Medicine in 1917, is director and chief sur¬ 
geon. Dr. Ricardo F. Fernandez, a graduate 
of George Washington University School of 
Medicine, Washington, D. C., in 1931, is as¬ 
sistant surgeon. 

-o- 

On July 1 there was opened in the town of San 
Angel, Federal District, a new center of ex¬ 
perimental therapeutics; this institution bears 
the name of E. von Behring. 

-o- 

Dr. Percival Bailey, professor of surgery 
and neurology, Department of Medicine, Uni¬ 
versity of Chicago, has been appointed profes¬ 
sor of neurology and neurological surgery at the 
University of Illinois College of Medicine. 

-o- 


New officers of the American Physicians’ Art 
Association who took office July 1 include Drs. 
Henry N. Moeller, New York, president; 
Edward E. Woldman, Cleveland; Herbert L. 
Treusch, Atlanta, Ga., and Alfred Braun, New 
York vice-presidents. Dr. Raleigh vv . 
Burlingame, San Francisco, is treasurer; Drs. 
Max Thorek, Chicago, and Francts H. Rede¬ 
will, San Francisco, are recording and cor¬ 
responding secretaries, respectively. The next 

exhibition of the association will be during the 

Annual Session of the American Medical Asso¬ 
ciation in New York June 10-14, 1940. 


Arnold F. Emch, Ph.D., has resigned as 
executive director of the Chicago Hospital Coun¬ 
cil to become assistant secretary of the American 
Hospital Association. 


Dr. Margaret E. Lewis, formerly of the 
Johns Hopkins University, has joined the staff 
of the new Crocker Radiation Laboratory of the 
University of California. She plans to under¬ 
take an investigation of the effect of neutrons on 
tissue cultures. 

-o- 

Work of the Rockefeller Foundation in 
1938.—A review of the work of the Rockefeller 
Foundation by Mr. Raymond B. Fosdick, presi¬ 
dent, shows that during 1938 the Foundation 
appropriated a total sum of over $15,000,000. Of 
this amount, speaking in terms of rough classi¬ 
fications, $3,800,000 was given to the medical 
sciences, $3,800,000 to the social sciences, $3,000,- 
000 to the natural sciences, $2,500,000 to public 
health. $1,000,000 to the humanities and $300,000 
to rural reconstruction in China. The Founda- 
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The funeral seriice was held at the Interna¬ 
tional Funeral Directors at Kiaocliow Road, on 
May 8, at 2 p.m. The first part of the scntcc 
was conducted with the full Masonic ceremony 
and the second part conducted by one of the 
Christian pastors of Shanghai. 

E H Hr me. 

We are indebted to Dr. Szemuig Sze for the 
following: 

Twenty-two years ago, soon after his return 
from America, Way Sung Now organized ttu 
National Medical Association of China, acting 
as the Secretary of the First Conference, which 
was held in Shanghai and was attended by some 
forty members. Seventeen years later, his efforts 
to unite the National Medical Association and 
the China Medical (Missionary ) Association were 
crowned with success, he himself being elected 
first President of the amalgamated body, hence¬ 
forth to be known as the Chinese Medical Asso¬ 
ciation. One month ago, as many will remember, 
he participated actively in the Fourth General 
Conference of the Chinese Medical Association 
in Shanghai, which was attended by over one 
thousand delegates. Between his first Conference 
twenty-two years ago and his last only one month 
ago, he has consistently played the leading part 
in this steady growth of the Association, which 
he has fostered and guided in accordance with the 
high ideals that have characterized all his acts 
Indeed, so much was the work of the Association 
a part of his life that the history of the Associa¬ 
tion in those years is the history of his life. He 
had the work of the Association so much at 
heart that almost at every hour of the day and 
night he was thinking of the Association. 

Giving his services freely and unselfishly, even 
to the detriment of his health, he has borne the 
heaviest responsibilities during the most import¬ 
ant years of the Association’s history As Pres¬ 
ident of the newly-created Chinese Medical As¬ 
sociation, he guided the Association through the 
difficult period of its infancy. Later, as Chair¬ 
man of the Executive Committee, he brought to 
a glorious conclusion the financial campaign 
which resulted in the Association being able to 
purchase its own property. During his recent 
tenure of office as General Secretary,'—a post 
which he nobly' undertook in order to train up 
younger men for future responsibilities—he es¬ 
tablished with conspicuous success the Sales De¬ 
partment, the work of which he directed with 
characteristic energy and enthusiasm. Still more 
recently he agreed to undertake the duties of 
Secretary of the Council on Medical Missions, in 
which work he sought to interest more Chinese 
doctors. But, his work was not limited to any 
single office which he might be holding. He was 
interested m every phase of the Association’s 


work, and was ever ready to offer all the assis¬ 
tance at his disposal Many delegates at the last 
Conference will remember his and Mrs. News 
generous hospitality when they placed the accom¬ 
modation of the Orthopedic Hospital at their dis¬ 
posal. Many a time has his private car been used 
for Association errands, and whenever there was 
need of equipment (such as surgical tables for 
the Ami-Venereal Clinic or refrigerator for the 
'■'ales Department), he would insist on the Asso¬ 
ciation borrowing these from his hospital to 
avoid unnecessary expenditure. 

He loved the Association and he loved to visit 
the \ssociation Building. He used to come-regu¬ 
larly in the afternoon about four o’clock, even 
when there were no formal meetings, to sit and 
chat over the details of e\cry phase of the Asso¬ 
ciation’s activities, until it was time to return 
home for dinner. He had a special gift for all 
matters connected with building and carpentry, 
and invariably he would on his regular tours of 
inspection make some excellent practical sugges¬ 
tion for the structural improvement of this or 
that feature. 

He literally gave his life for the Association 
he lov ed so dearly. He exhausted himself m 
visiting various local branches in 1931, to per¬ 
suade them to cooperate m the union of the two 
associations. Refusing to spare himself m the 
heavy work of preparing for the Nanking Con¬ 
ference itt 1934, he contracted then the tonsillitis 
which later caused complications of nephritis, 
with its continuous impairment of his health 
thenceforth. On March 28, 1937, two days be¬ 
fore the last Conference, feeling that his health 
was failing, he wrote his will and at the same 
time asked to be allowed to enjoy unhindered 
and to his heart's content all the activities of the 
Conference as he wanted. To the anxiety of his 
many friends, he insisted oil taking an active part 
not only’ in the various business meetings, but 
also m many social functions. He was particu¬ 
larly’ interested and happy to see the development 
of autonomous societies within the Association, 
and he was unanimously elected the first Presi¬ 
dent of the new Chinese Surgery Society. One 
event which made him particularly happy was the 
successful inauguration of the Chinese Pediatrics 
Society as a Section of flic C. 3/ A. on the eve¬ 
ning of April 4 V itt which he played a decisive 
role; he was so happy that he came immediately 
to my- house "to tell the good news.” although it 
was after 11 p.m.! The last visit he ever paid 
was to call at my house in the late afternoon on 
Sunday’, April 11, to discuss some matters con¬ 
nected with the welfare of the CM.A. staff- That 
night he awoke suddenly with a rigor and high 
fever—the beginning of his final »■' In P 
remaining three weeks—-almost to 
kept speaking of the Association, as 
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Charles Horace Mayo, noted as a surgical 
genius, a great medical administrator and a genial 
physician, died in Chicago of pneumonia. May 26. 
The younger of the two world-famed Mayo broth¬ 
ers was born in Rochester, Minn., July 19, 1S65, 
the son of William Worrall Mayo and Louise 
Wright Mayo. After an education in the 
Rochester high school and at the Niles Academy 
he attended Chicago Medical College, later known 
as Northwestern University, and received his de¬ 
gree in medicine in 1SSS. As a young boy he 
began, almost from childhood, to live in a medical 
atmosphere and to become inspired toward medi¬ 
cine as a career. After his graduation in medi¬ 
cine he returned to Rochester, where his urge 



toward research and his surgical genius led to 
innumerable investigations in medicine and in 
surgery. His first published statement was a 
joint contribution with his brother, Dr. William 
J. Mayo, entitled "Report of Clinic in St. Mary's 
Hospital, Rochester, Minnesota, January 19, 
1891,” which was published in the Northwest 
Lancet in November of that year. From that 
time on hardly a year passed without a contribu¬ 
tion by either Dr. Charles H. Mayo alone or 
with his brother, or with some of the younger 
men who soon became attracted to them. These 
contributions cover every phase of medicine and 
surgery and in later years embrace as well the 
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Research in Medicine- By Sir Thomas Lewis, 
C.B.E., F.R.S., F.R.S.E., M.D., D.Sc, F.R 
C.P., Physician in charge of Department of 
Clinical Research, University College Hos¬ 
pital, London. Price, $2.50. Pp. 79 Lon¬ 
don: H. K. Lewis & Co., Ltd., 1938. 

T HIS is a collection of five essays delivered 
by Sir Thomas Lewis before the British 
Medical Association, The Royal College of 
Physicians, The University of Birmingham and 
the Royal Society. With an excellent training 
he has devoted more than 30 years to teaching 
and Clinical Research at the University College 
Hospital, the results of which arc known through¬ 
out the world, so that he is qualified to discuss 
frankly the foundation upon which the profession 
must stand. His theme is based upon the steadily 
widening recognition that Clinical Science, be¬ 
sides using for its purposes knowledge derived 
from physiology and other kindred Sciences, has 
itself a fundamental contribution to make to 
Medical Science as a whole "The inescapable 
truth is that to cure or to alleviate human dis¬ 
ease. research must begin and end in direct stud¬ 
ies of sick people. It is palpably clear that physi¬ 
ology, alone anti unaided, would be sterile for 
medicine, it is union of all branches of medical 
science that gives medical investigation irresis¬ 
tible strength to proceed Physiologists have to 
face the fact that the large majority of the stu¬ 
dents who pass through their hands will encoun¬ 
ter in their daily work problems far harder to 
solve than those with which they themselves 
deal in their laboratories ” 

The Science of Medicine was given a legal 
status in 1140, when Roger II of Sicily issued 
an edict forbidding any one to practice medicine 
without proper examination. Surgery was rec¬ 
ognized as a specialty w hen Roger’s grandson, 
Hohcnstauffen Emperor, Frederick II, in 1224 
issued an edict requiring the candidate to have 
studied logic three years and medicine and sur¬ 
gery for five years, and to have practiced for 
one year under some experienced physician. The 
candidate in surgery had to give evidence that 
he had studied the art for at least a year, and 
particularly that he had studied human anatomy, 
without which no incision can be safely made or 
any fracture treated. (Translated by J. J. 
Walsh, The Popes and Science, New York. 1908.) 


C E Black (Trans West. Surg. Assn, 1935), 
in a study titled Our Specialists, found that only 
three subdivisions were made in the sixteenth 
century; 11 more were added in the seventeenth 
century and six in the eighteenth century. Only 
25 of our specialists were bom before 1S00; all 
the others. 120. came after that date. Billroth 
wrote ( Lchren uml Lenten dcr Mcdizutischcn 
IPisscnschaficn). “It is scarcely to he expected 
that any of the specialties can satisfactorily oc¬ 
cupy a talented man for life." 

C C Burlingame, J A M.A.. p 379 (July 29) 
1939, expresses the trend of our time, “In fact, 
I think the day is coming when we shall stop 
talking about 'mental disease’ and ’physical dis¬ 
ease’ because I am convinced it is an artificial 
and wrongful separation The human organism 
becomes ill. and one cannot separate the human 
organism into separate entities any more than 
one can consider it apart from its environment. 

In the History of Surgery we have John Hun¬ 
ter. Lord Lister and William Stewart Halsted 
who followed the tradition established by Wil¬ 
liam Harvey Every surgeon has an opportunity 
to study physiology and pathology m sick people. 
The* reviewer feels that this book should be read 
by t v ve*ry young surgeon to inspire him in his 
work hi the clinic, autopsj room, experimental 
laboratory and library. 

The* Cimic of Sir Thomas Lewis has become 
famous throughout the world during the past 15 
years and is based on a tradition established by 
William Harvey, a tradition that clinical science 
shall not he confined narrowly or by artificial 
boundaries, but shall be free to search how and 
where it will; a tradition which will not coun¬ 
tenance attempts to separate the study of health 
from the study of disease or of man, or work 
at the bedside from that of laboratories 

W J Carson 

Orthopedic Appliances By Henry H Jordan, 
MD Pp. 412. with 377 illustrations New 
York, London and Toronto, Oxford Uni¬ 
versity Press. 1939 

T HE author is to lie praised for his splendid 
presentation of a subject that has been sadly 
neglected in this country. His practical sug¬ 
gestions, which are divided into groups based 
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in Rochester and the high school and thereafter 
spent one year in a private school for languages 
and science and two years in Niles academy, 
During their youth, both William and Charles 
accompanied their father on his rounds and had 
an opportunity to observe both surgical opera¬ 
tions and postmortem examinations. For a time, 
both clerked in the drug store. With their father 
they learned to use the microscope. In 18S0, 
William J. Mayo went to the University of Mich¬ 
igan, Ann Arbor, and completed a three year 
course which had just been established to replace 
the former two year medical course. In his 
medical education Dr. William J. Mayo had an 
opportunity to be associated with the anatomist 
Ford and with Victor C. Vaughan, and his train¬ 
ing in surgery was under Donald McLean, then 
professor of surgery. When he was 22, Dr. Wil¬ 
liam J. Mayo completed his medical studies in 
the university and received his degree. 

In November 1884, one year later, Dr. Will 
married Miss Hattie M. Damon of Rochester. 
Through many years the close association of 
Mrs. Mayo with Dr. William J. Mayo in extend¬ 
ing hospitality, in the organization of many as¬ 
pects of the clinic and in carrying a great share 
of the responsibility for his success and happiness 
has been widely recognized. 

In-lSS4, Dr. William J. Mayo spent two months 
in New York City taking the first course given 
in the New York Post-Graduate School. In 1S85 
he took a course in the New York Polyclinic. 
For many years he and Dr. Charles alternated 
in spending week-ends in Chicago with Christian 
Fenger. Frequently they traveled abroad to ob¬ 
serve surgery as practiced in every nation in the 


world. 

In 1885, Dr. William J. Mayo read his first 
paper before the Southern Minnesota Medical 
Association, and his literary contributions to 
every phase of medical science and art and prac¬ 
tice have been innumerable. 

From 1SS9 until 1905, the Drs. Mayo carried 
on their work in St. Mary’s Hospital m Roches¬ 
ter, an institution which they, with their father, 
had aided in establishing and one which is now 
known throughout the world largely because ot 
their work. The records of surgical procedures 
performed indicate an early tendency toward 
selection of abdominal surgery by Dr. Will, lea - 
in" many of the other fields to Dr. Charles. As 
Dr Will himself said, "Charlie soon had me 
driven to cover by being a better surgeon and 
I began to specialize in abdominal work and in 
operations on the ureters and kidneys. As the 
repute of their work spread, they soon began to 
associate with themselves younger men who had 
shown special predilection for surgical work, the 
to, to L *,!«£«! betas Dr. E. S.arr Judd. vd™ 
had charge of the third operating room in lWto. 


From that time on, the surgical developments 
in Rochester were so rapid that additional wings 
continued to be added to the hospital, an annex 
was opened and additional hospitals were built. 
As it became apparent that internal medicine and 
diagnosis, with the work of the laboratory, would 
be of prime importance, these developments were 
particularly encouraged. Throughout the record 
of the growth and development of this monu¬ 
mental institution to the proud position which it 
now occupies signs of the leadership of Dr. Wil¬ 
liam J. Mayo appear again and again. Early in 
his career Dr. Will conceived the idea of a per¬ 
manent endowed institution in Rochester to be 
connected with a university. He elaborated the 
. concept of the Mayo Foundation and he gave 
freely of himself, of his funds and of his life 
for its perpetuation. 

The honors and recognition given to him indi¬ 
cate how widely recognized were his achieve¬ 
ments for the good of mankind. He was a fel¬ 
low of the American Surgical Association, of the 
Royal College of Surgeons and of the College of 
Physicians of Philadelphia. He received the 
honorary LL.D. from the universities of Toronto, 
Maryland, Pennsylvania, McGill, Leeds, Pitts¬ 
burgh, Carleton, Manchester, Temple and Aber¬ 
deen. He received the honorary degree of D.Sc. 
from Michigan, Columbia, Leeds, Harvard, Mar¬ 
quette and Northwestern universities. He re¬ 
ceived the honorary M.D. from Trinity College 
in Dublin and from the University of Havana. 
He was also a fellow of the Royal College of 
Surgeons, Ireland, of the Royal Accademia 
Medica di Roma, of the Royal Society of Medi¬ 
cine of England, of the Royal Australian College 
of Surgeons, of the Academic de medecine de 
France. Other recognitions include the gold 
medal of the National Institute of Social Sci¬ 
ences; the Distinguished Service Medal of the 
United States Army; the Henry Jacob Bigelow 
gold medal of the Boston Surgical Society; Royal 
Order of the Commander of the Northern Star, 
conferred by His Majesty the King of Sweden; 
the Finlay Congressional Distinguished Service 
Medal, conferred by Cuba; the cross of the Royal 
Order of Knight Commander of the Crown of 
Italy and the citation for distinguished service 
given by the American Legion with a com¬ 
memorative plaque, which was presented by the 
President of the United States in person in 1934. 

Dr. William J. Mayo became associated early 
with medical organizations. He served as presi¬ 
dent of his county and state medical associations. 
He was chairman of the Section on Surgery and 
Anatomy of the American Medical Association, 
1898-1899, and President of the American Med¬ 
ical Association, 1906-1907. He was also Presi¬ 
dent of the American Surgical Association, of 
the American College of Surgeons, of the Con- 



condensed presentation. Geschickter’s chapter ou 
bone tumors is excellent, as is Cub bins’ contribu¬ 
tion to fractures of the pelvis. Blair and Brown's 
chapter on reconstructive surgery is instructive 
Claude C. Beck contributes an illuminating chap¬ 
ter on the surgery of the heart and pericardium 
Thrombosis of the mesenteric vessels is well de¬ 
scribed. Nothing 1 is said about the treatment 
of early cases by relieving vascular spasm. This 
reviewer cannot unreservedly subscribe to the 
categorical bad prognosis enunciated in this con¬ 
nection. Balfour’s contribution to surgery of the 
stomach is instructive and to the point. 

Special commendation should be accorded the 
chapter on the anatomy, physiology and diseases 
of the lymphatic system by George Curtis Snuth- 
Peterson's discussion of lower back pain is pr.<<-- 
tical and complete. The chapters on the discus - 
of the breasts, gynecology and appendicitis u< 
good. There is a new chapter on carcimmu ni 
the lips and tongue. Other new sections 
congenital obstruction of the bile ducts, dupl >.v 
tion of the alimcntar 3 ' tract, tetanus ljnu.li<. 
granuloma inguinale and ano-rcctal d>M .-t* 
Finally, observations arc recorded on tin miu>i>.iI 
treatment of actinomycosis, surgical tre.um. ,>i of 
ulcerative colitis, the \alitc of vitamin K m 
jaundiced patients, etc. The illustrations ire. 
in the main, good. The bibliographic niM.nccs 
arc well selected. The index is thorough mloits 
and general surgeons wilt gain much trout a 
perusal of this fine work. 

M T 


Fractures and Dislocations in General Prac¬ 
tice. By John Hosford, Mb (Lond), 
F.R.C.S., Assistant Surgeon to St Bartholo¬ 
mew’s Hospital and Late Hunterian Profes¬ 
sor, R.CS, Price s!2 6p. net Pp 274. with 
74 illustrations. London, H. K Lewis & Co, 
Ltd., 1939. 

T HIS work is more of a compend than a 
complete ivork on the subject of fractures. 
It may be an excellent answer to the student 
who wishes only to glean enough of the funda¬ 
mentals to pass an examination, but it could be 
more detailed in explaining methods which are 
commonly used today in treating the varieties of 
fractures and dislocations. 

The lack of original illustrations is highly 
detrimental to the work and the reproductions 
°f those used is not as good as might be ex¬ 
pected. 

The author’s style of presentation makes read- 
x ng of the book easy and pleasant. 

Horace £• Turner* 
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WAY SUNG NEW 

Way Sung New, B.A. (St. John’s), M.D. (Har¬ 
vard), F.A.C.S., F.I.C.S. (Geneva), one of the 
most honored members of our Association, 
passed away on May 4, 1937, after a protracted 
illness, at the early age of 44. 

Born in Shanghai on June 14, 1892, Dr. New 
lived his early years in that city and received his 
education at St. John's University, thereafter go¬ 
ing to the United States for the medical course 
at Harvard, followed by a number of interne ap¬ 
pointments in that country. 

On his return to China, Dr. New held a surgi¬ 
cal appointment in the Peking Union Medical Col¬ 
lege and subsequently settled in Shanghai where 
the remainder of his working life was spent. Al¬ 
ways interested in orthopedic surgery, New’s 
sensitive spirit was deeply grieved by the pitiable 
condition of the crippled and maimed who too 
often left the hospital uncured and totally un¬ 
fitted for the struggle of life, and he decided 
to dilute his own life to their special care and 
to specialize in orthopedic surgery of which he 
was already a brilliant exponent. 

Following on this he founded the Orthopedic 
Hospital of Shanghai, becoming its first medical 
superintendent. To say he founded this hospital 
is hut a poor way of expressing the fact that 
through Ins unbounded energy it came into being, 
that evert detail in the hospital was of his own 
planning, and that in everything except the literal 
sense he built it with his own hands, ably sup¬ 
ported by his talented wife. The hospital was 
a model hospital of which we Shanghaiiauders 
w ere very proud. 

Dr. New soon became the pre-eminent figure 
m China in orthopedic surgery, the highest in the 
land turned to him for help along this line and 
many of the poorest live to bless his name for 
renewal of life and limb and for a help that made 
life again worth living. 

We have already mentioned New’s unbounded 
energy. This is the only way to describe his ac¬ 
tivities. No one line of work could suffice, not 
even his beloved orthopedic surgery. New was 
as fine an organizer as be was a surgeon and no 
cause that was great or good failed to make its 
appeal to him. and what he put his hand to 
prospered. 

His interest in a well organized, high standard 
medical profession in China was very great and 
w hat our Association owed to Dr. New' w'as more 
than words can say. 

On his return from America he was one of the 
principal helpers in organizing the National Med¬ 
ical Association of China and was the Secretary 
of its first Conference. Later, and for some 
years, he was a member of the Executive Com¬ 
mittee of the China Medical Association and it 


was very largely through him that efforts for the 
amalgamation of the two Associations were 
crowned w r ith success; in acknowledgment of 
w'hich he was elected the first President of the 
amalgamated body, henceforth to be know'll as 
The Chinese Medical Association. 



Never very robust in health, New’s work for 
the Association was so strenuous that it further 
weakened him and helped to bring on the illness 
that finally proved fatal. Refusing to spare him¬ 
self in the heavy work of preparation for the 
1934 Conference in Nanking, he contracted a 
diphtheritic tonsillitis which led on to nephritis 
from which he never fully recovered. 

Even his illness, however, could not check his 
work for the Association and in 1935, though in 
a very precarious state of health, he took over 
the office of General Secretary till a suitable, 
younger man could be found and trained for the 
post; and it was through his energy that the 
financial campaign w'hich resulted in the Asso¬ 
ciation being able to purchase its own headquar¬ 
ters was brought to a successful issue. 

New loved the Association and he loved to 
visit the Association building. He used to come 
regularly ip the afternoon about four o’clock, 
even when there w r ere no forma! meetings to sit 
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these?’ I asked. 'Can't do a thing. Can't dump 
them out as they have no homes. Just have to 
wail till the good Lord calls them.’ That was 
the reply. 

"I found that there was not a single surgeon 
in the whole of China specializing in orthopedic 
surgery. And yet, once my eyes were opened, 
I found a crying need for orthopedics in every 
hospital. I did not have to travel to Nanking to 
find orthopedic cases. There were plenty of them 
right under my own nose in Shanghai. Can’t do 
a thing. That reply still rang in my ears. Yes, 
something could be done. ‘I’ll put orthopedics on 
the map in China,’ I said to myself. 

"After looking round some more and after hav¬ 
ing considered the situation carefully, I an¬ 
nounced to my parents that when I returned to the 
U.S.A. again, I would specialize in orthopedics. 
They had never heard of this term. Father con¬ 
sulted his medical friends, and they all in one 
unanimous voice voted that I must be somewhat 
crazy to pick out this specialty. 'He is 20 years 
ahead of his time and he would starve before he 
knew it,' was one remark. The only person who 
could see eye-to-cye with me was Dr. Henry S. 
Houghton. His advise was, 'Someone must start 
this specialty in China; why not you?' Once my 
mind was made up, I did not waver, and promptly 
set myself to make my plans.” 

Associated Nationally 

Since 1922, Dr. New had held office as secre¬ 
tary and counsellor in many national medical 
bodies. He was visiting orthopedic surgeon at 
the Margaret Williamson of Shanghai; at Soo- 
chow Hospital, Soochow, and at Kwangchi Hos¬ 
pital in Hangchow; as well as lecturer in his sub¬ 
ject at St. John's Medical School and elsewhere. 
He established the Orthopedic Hospital in Shang¬ 
hai—the first of its kind in China—in 192S, in 
the administration of which he had the devoted 
assistance of his wife. Two or three years ago 
he entrusted himself in the orthopedic department 
of the Kwangchi Hospital, Hankchow, which 
owes its inception and inspiration so largely to 
him. 

The offices he held were always secondary to 
the service he determined to render and the in¬ 
fluence he exerted in human life. The most sig¬ 
nificant achievement of Dr. New’s life was the 
amalgamation tor which he was chiefly responsible 
between the National Medical Association of 
China and the China Medical Association, the 
latter body being the successor to the China Med¬ 
ical Missionary Association. Dr. New planned 
for this union for a number of years and re¬ 
joiced when it was finally accomplished in 1921. 

He became the first president of the new na¬ 
tional body, now known as The Chinese Medical 
Association. He deleted his energy to pushing 
forward the work of this national medical body. 


thinking of it by day and dreaming of it by 
night. Even during the last week of his life, 
while lying desperately ill, he woke up continu¬ 
ally to mention the work of the Association. Dr. 
New was conspicuous as organizer and co-ordi¬ 
nator, a man of courage and firm in facing diffi¬ 
culties; but always full of grace in his approach 
to difficult human personalities and situations. 

At the Canton Conference of the Chinese Med¬ 
ical Association in 1935, though far below par in 
physical health, Dr. New undertook the heavy 
duties of General Secretary and held this office 
without sparing himself until January, 1937. He 
spent himself during the last months of his life 
in training others to carry on the work of the 
Association. 

During the last three months of his life, Dr. 
New gave more attention than ever to the work 
of the Council on Medical Missions. He made 
a remarkable address to the medical missionaries 
who were gathered in conference on March 31; 
and on the following day was unanimously 
elected to be the secretary of the Council on 
Medical Missions. It was his concern that the 
Christian medical forces should become closely 
related to the National Health Administration 
and all the health activities of China. 

He was surgeon-general of the Northern Ex¬ 
peditionary Force, led by Gen. Chiang Kai-shek, 
in 1927. From that time onward, the General¬ 
issimo became his constant friend and admirer. 
Since the Sian incident in December, 1936, Dr. 
New was the Generalissimo's chief professional 
consultant, so much so that, when the Generalis¬ 
simo was under treatment in the Chunshan Mem¬ 
orial Hospital a few days ago, it was not un¬ 
common for the attending surgeons to move over 
to the bedside of Dr. New at his own home to 
confer with him about the surgical care of the 
Generalissimo. 

A Religious Personality 

Dr. New’s will reveals his simpleness of taste 
and his devoted religious personality. Concerned 
for the well-being of those in need rather than 
for his own health, he may be described as one 
who came ‘‘not to be ministered unto, but to 
minister.” 

At the end of his life, Dr. New was not only 
the leader of orthopedic surgery in China, but a 
member of the Commission on Medical Educa¬ 
tion, and actively related to the advancement of 
the highest standards in the medical profession 
of China. 

He is survived by his widow and young son 
Peter, his mother, his brother Dr. Way Ling New, 
and his sister Mrs. Way Tsung Hsia. Our deep¬ 
est sympathy goes out to his family, and above 
all to his widow, who has borne his sufferings 
with him with devotion and care. 
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bering every possible detail, and specially enquir¬ 
ing of the progress of the Building Fund Cam¬ 
paign. He spoke of his hopes for the progress 
of the Association, and of his desire to see the 
new building contain an attractive library where 
practitioners would like to come to spend some 


houra in profitable reading. To the last, he was 
thinking of the welfare of his colleagues in the 
profession and in the Chinese Medical Associa- 
ion. Flow can we ever fill the gap which his 
passing away has left? 

S. S. 


o- 


CHARLES W. STREAMER 

Dr. Charles Walker-Streamer, an outstand¬ 
ing surgeon of Southern Colorado, died July 5 
of bronchopneumonia. 



Dr. Streamer was born in Boulder, Colorado, 
July 14, 1892. He received both his bachelor of 
arts and doctor of medicine degrees from the 
University of Colorado. He joined the medical 
staff of the Colorado Fuel and Iron Corporation 


in 1917, and except for about two years of ser¬ 
vice in the World War, continued in this posi¬ 
tion until 1925. During the War he served over¬ 
seas and was in command of the 349th Ambu¬ 
lance Corps of the 88th Division. 

Dr. Streamer was a member of the Colorado 
State Medical Society, a Fellow of the American 
Medical Association, a Fellow of the American 
College of Surgeons, and a Fellow of the Inter¬ 
national College of Surgeons. He was division 
surgeon of the Missouri Pacific Railroad, a mem¬ 
ber of the staffs of Parkview and Saint Mary 
Hospitals, past president of the Pueblo County 
Medical Society, of the Pueblo Clinical and 
Pathological Society and of the Missouri Pacific 
Hospital Association. 

He was a member of the First Presbyterian 
church of Pueblo and of the Masonic fraternity, 
and was active in civic and social organizations 
of his city and state. 

Surviving are his wife, Mary Robertson; 
daughter, Mary Martha; and son, Charles 
Walker, Junior. 

Dr. Charles Walker Streamer, respected by all 
who knew him, admired and beloved by his pa¬ 
tients, honored and trusted by his confreres, was 
called to lay aside the gown and scalpel ere his 
professional sun had reached its meridian. 

Known for his kindness to men of all sorts 
and conditions, friend of his fellows, servant of 
his Maker! 

Herbert A. Black, M.D. 
-o- 

Dr. Archibald Young, Regius Professor of 
surgery of the University of Glasgow, Scotland, 
died July 23, aged 65. 
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upon anatomical divisions of the body, are a 
happy thought, making an easy guide to the use 
of the book. 

The diagrams, illustrations and detailed de¬ 
scriptions of methods of application and con¬ 
struction of apparatus arc most helpful and easy 
to follow. 

The publisher should be favorably mentioned 
and thanked for the choice of type and the ex¬ 
cellence of the reproductions. 

The book should be invaluable to both the gen¬ 
eral practitioner who does some orthopedic work, 
as well as to the experienced orthopedic surgeon. 

Horace E. Turner. 


Fotografia del estomago. By Jose P. Uslenghi, 
M.D.; Herbert Hoffmann, M.D., and Joseph 
Heilpren. Pp. 204, with more than 300 il¬ 
lustrations. Buenos Aires: Aniceto Lopez, 
Publishers, 1939. 

T HIS book is a complete contribution on in- 
tragastric photography. The time required 
for this technic and the cost of the ap¬ 
paratus required, as well as the difficulties of 
interpreting the small and incomplete photo¬ 
graphs, have excluded this method of examina¬ 
tion to a large extent, and with the advent of 
the YVoIf-Schindler gastroscope the photographic 
procedure has been used still less. However, it 
deserves a place in the literature of gastro¬ 
enterology, and the authors of this work are to 
be commended on their painstaking study and 
comprehensive report. The abundance of illus¬ 
trations testify as to the care and detail with 


which this subject is handled. Those who read 
Spanish will find this a very valuable addition 
to their library. 

T. 

A Textbook of Surgery. Edited by Frederick 
Christopher, B.S., M.D., F.A.C.S., Associate 
Professor of Surgery at Northwestern Uni¬ 
versity Medical School, Chief Surgeon, 
Evanston (Illinois) Hospital. Second edi¬ 
tion, revised. Price, $10 net. Pp. 1695, with 
1381 illustrations on 752 figures. Phila¬ 
delphia and London: W. B. Saunders Com¬ 
pany, 1939. 

T HIS book represents an excellent collection 
of authoritative surgical monographs. The 
spontaneous success of the first edition 
presaged an early revision of the work. The 
second edition proves its merited reception by 
the profession. There are 185 contributors, 40 
chapters and 1,650 pages in this one volume com¬ 
pilation. The chapter on “Inflammation and Bac¬ 
teriology” opens the work and well written chap¬ 
ters on pre- and postoperative care close it. 
The endocrine system is alotted only 34 pages. 
Diseases of the thyroid gland receive thorough 
discussion. The principles and treatment of frac¬ 
tures is alotted 177 pages. The subject matter is 
well presented. The treatment of specific frac¬ 
tures suffers from too much abbreviation to be 
of distinct value. Atrophy of the testicle is 
pointed out as a possibility of varicocele opera¬ 
tion. Nothing is said as to how to avoid it. 

The sections of neurosurgery are excellent. 
Amputations are discussed in 16 pages, a rather 
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States Chapter of the International 
College of Surgeons, for the advance¬ 
ment of surgery and as a medium of 
publication for reports of research, 
clinical observations and experimen¬ 
tal work in surgery, as well as to ac¬ 
quaint members of the International 
College of Surgeons throughout the 
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Ownership: The Journal of the 
International College of Surgeons is 
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published by the United States Chap¬ 
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Material: Scientific articles and 
communications on matters of surgi¬ 
cal and related interests are invited. 
These must be submitted to the Edi¬ 
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to reject any material deemed unsatis¬ 
factory. All manuscripts are subject 
to editorial modification. 

Scientific Papers: The publication 
of scientific papers in the Journal 
is not limited to the Members and 
Fellows. Any surgeon may submit 
original contributions, which will be 
considered by the Editorial Board for 
acceptance. Thus, while the Jour¬ 
nal is the official organ of the Inter¬ 
national College of Surgeons, it is 
also an open forum for the expression 
of contemporar)' surgical advance¬ 
ment. thought and research. There is 
no discrimination as to those who 
may submit original papers: it is the 
scientific value of the contribution 
that determines its acceptability for 
publication. 

Article I, Section V, of the Consti¬ 
tution of the College reads: 

“It is strictly non-sectarian and 
non-political; it is decidedly against 


arbitrary restriction of merit and is 
free from prejudices, and will recog¬ 
nize the SURGEON and his accom¬ 
plishments, and will not be influenced 
by bis financial, political and other 
irrelevant status.” 

Exclusive Publication: Original ar¬ 
ticles are accepted with the under¬ 
standing that they are contributed 
only to the Journal of the Interna¬ 
tional College of Surgeons. 

Manuscripts: All correspondence 
relating to the submission, accept¬ 
ance, rejection or publication of man¬ 
uscripts, as well as books and mono¬ 
graphs for review, programs and re¬ 
ports of proceedings of societies and 
general communications should be ad¬ 
dressed to the Editorial Office, S50 
West Irving Park Boulevard. Chi¬ 
cago, Ill., U. S. A. Except where spe¬ 
cial arrangements are made, return 
first-class postage must accompany 
manuscripts. Otherwise this office 
cannot be held responsible for the 
material sent. 

All manuscripts must be typed, 
double-spaced, on one side of stand¬ 
ard manuscript sheets: the left mar¬ 
gin should be 1J4 inches in width to 
permit proper editing. Manuscripts 
should bear the address of the author. 
No manuscript will be accepted for 
publication without consideration by 
the Editor-in-Chief and the approval 
of the Editorial Board. 

One carbon copy should accom¬ 
pany the original paper, A summary 
must be given at the end of the ar¬ 
ticle. 

Contributions in a foreign language 
should be sent to Prof, Rudolf Nissen. 
Divanyolu, 105, Ortakdv, Istanbul, 
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Anonymous contribu*' ' ”~ > 'V 
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readers may find every; procedure clearly stated. It contains, 
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triculum et caput, praecique in statu Alvarez has recently called attention 
praeternaturali,” Lugdundi Batavorum, to “An Experimental Study of the 
1784 ); C. Wightman (“De consensu Action of Oil on Gastric Acidity and 
ventriculum inter et cerebrum,” Edin- Motility,” by D. M, Cowie and J. F, 



Wni. Fabricius Hildanus, Obsenvtianuin et Curatianum Chirurgtcarum, 
1646 Centum III; Observatio XX. 
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attending the 1940 
Annual Meeting in 
Venice, Florida (Feb. 11-14) 


A splendid representation of Technical Exhibitors 
arranged for the forthcoming Annual Meeting, again 
manifests a serious regard for the growing importance of 
the International College of Surgeons and its high rank¬ 
ing membership. Their support, which materially assists 
in defraying the cost of our Annual Meeting, certainly 
merits concrete evidence of your appreciation and 
personal interest in their exhibits. This time, make it 
even more a point to see the exhibits and to register 
at the booths. It will mutually benefit yourself and the 
College. And if your helpful cooperation may he 
stretched another point, the Committee would appre¬ 
ciate your referring the name of any ethical concern you 
deem worthy of representation in our Technical Exhibits 
to Joseph B. Tufts, Director of Exhibits, 41 East 42nd 
Street, New York, N. Y. 


THE ARRANGEMENT 
COMMITTEE 
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PRIZE ESSAY ON ANESTHESIA 

The Anglo-French Drug Companies 
of New York and Montreal, Canada 
announce 

AN ANNUAL AWARD OF $250 
AND A GOLD MEDAL 

for the best essay submitted on anesthesia. 

Competition is open to ale interested in the subject. 

Communications relative to same should be addressed to the 

SECRETARY OF THE PRIZE ESSAY COMMITTEE 

of the 

INTERNATIONAL COLLEGE OF SURGEONS 

421 Michigan Street 

TOLEDO, OHIO 



BUSINESS SECRETARY OF U. S. 
CHAPTER APPOINTED 

A: ;i meeting of the Executive Council of the 
United States Chapter of the International Col- 
Etje of Surgeons held September 30 in Daven- 
=■ ponding Secretary to the Board of Examiners. 


Chapter was created and Mr. Ralph E. Osborne 
of Toledo, Ohio, was appointed to fill that 
position. 

Mr. Osborne, who was chosen upon the recom¬ 
mendation of Dr. Frederick M. Douglass, Presi¬ 
dent, served the Chapter in a special auditing 
and research assignment in August and Septem¬ 
ber, 1939, when the Chapter had to effect nu¬ 
merous changes in the methods of administering 
its business affairs following the retirement of 
Dr. Edward Frankel, Jr., as Executive Secretary. 
For many months previous to that it had been ap¬ 
parent to the Council that the affairs of the Chap¬ 
ter had grown to such an extent that they could 
no longer be handled efficiently by the academic 
officers. 

Mr. Osborne is serving the Chapter on a full¬ 
time salaried basis. As a business executive with 
wide experience in office practice, accounting, 
and budget control, he has been able to create 
and maintain the detailed book and file records 
that a growing institution requires to keep abreast 
of its membership affairs and academic opera¬ 
tions. Under the terms of his contract, he is at 
the disposal of the entire membership for infor¬ 
mation. He may be addressed at 1020 Prospect 
Avenue, Toledo, Ohio. 

In addition to his duties as Business Secretary 
to the Chapter, Mr. Osborne will act as Corre¬ 
sponding Secretary to the Board of Examiners. 
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ration sur une ouverture fistuleuse a 
L'Estomac." This was an epoch mak¬ 
ing report of a rather careful study with 
experiments on digestion in the case of 
a single woman, Magdalene Gore, 47 
years of age, who for many years had a 
gastric fistula. This report and the re¬ 
ports hv A. Wencker (1735) and Jakob 


chimica de’sughi gastrici,” Pavia, 
1784); De Galatheau (“La digestion de 
1’estomach touchant rhumeur acide,” 
Paris, 1675); J. Lossius and J. C. Vettel- 
bach (“De fermento ventriculi,” Jenae, 
1665); J. Black (“De humore acido a 
cibis orto, et magnesia alba,” Edinburgh 


. A - . Y- 





j Nonnulli enira in ctpite totius morbi pra> 
! cipuum eilc caufam cenlcbanc : iJcoque, ut cal- 
vatiainverticetcrebdloperforaretur, iiiadebjc. 
Alii verb caufim morbi ill partejliqua vouriculi 
tflcalfirmabaiit. Quos ceric mmime f-idlit o' 
pinio. QnanJoquidfm ego poll mortem .-J- 
voc3tus,prxfcnteclari/Timoviro DN. RO^CIO, 
multifquealiis, cadaver inciJi, primumquc cere¬ 
brum inlpexi, in cu|us ventriculis ad libras dual 
aquilimpidarinvnii.artcriiitcm S: vcnaimem- 
branarum Cerebri,Unguinc cralfo & fa-culcnto 
turgebant. In in timo ventre omnia fccundiim 
naturjm fefe liabchanc, putter yentriculum, in 
cuiusonliciofupcrion, X'quidem ex parte ante¬ 
rior! , ubi ramusIcxt-rconjugationisnervorum 
vcntriculo inletitur, ulcus erat magnum aefa-ri- 
duro, quod in vacuum ulque ventriculi penetra- 
bar. Putafnc.rirclarilfimc. ulcus lioccedolnris 
iltiusvebememinimi capitis, aliaruroquepartni 
caufamextitiller Tantaenim,utlcis, inter llo- 
machum accerebrum, liujusnetvi beneficio, ett 
f/mpathiaatcpiecoufcn/us, utunonialcait’eclo, 
alterum quo.q; (imutlabotet. VeutticuUspti- 
tereihumonbnscorruptis, fatidis tV atrabiiari- 
is refertus erat. txterni partes propter violerr* 
tiamaediuturnitatem morbi plane extenuat.ee- 
rant. His vale vitclari/Hme, aim Cuis omnibus 
quos tecum ego & uxor mea peramantcr lalun- 
jmus. Patcrniaci Avcnticorum jo. Novembtis 

r c c y. > 


Left, William Fabricius Hildanus (1560-1634). Right, His Opera Obserwtionum et Curationum 

Francofurti, 1646. 


Helm ( Vienna, 1803) have been en¬ 
tirely overlooked. William Beaumont 
( 1785-1853) studied the case of Alexis 
San Martin (Medical Recorder, Phil¬ 
adelphia 8:14, 1825, and 9:94-97, 1826) 
nearly a quarter of a century later and, 
no doubt, inadvertently missed the re¬ 
port by Corvisart and Leroux (1802). 
Our noted medical historian, the late 
i o). Fielding H. Garrison (History of 
Medicine, 1929, 476) erroneously 

state-, •Beaumont was the first to study 
digestion and the movements of the 
stomach in situ (1825).” 

The dissertations of interest are those 
by L. Brugnatelli (“Saggio d’un analisi 


1754); Bernardus Swaive (“Alcali et 
Acidium Sive Naturae et Artis instru- 
inenta pugilica,” Amstelodami, apud 
Johannem Janssonium a Waesberge, 
1670); J. A. Schlemmer (“De ventri- 
culo, exponens ejus anatomiam, physi- 
ologiam, et aetiologiam pathologicam,” 
Pragae, 1754); P. Jas (“De mirabili, 
quae pectus inter et ventriculum inter- 
cedit, sympathia,” Lugdundi Batavo- 
rum, 1784) ; J. Senebier (“Observations 
importantes sur 1’usage du sue gastrique 
dans la chirurgie. Avec quelques addi¬ 
tions de 1’abbe Spallanzani a ses expe¬ 
riences sur la digestion,” Geneve, 1785); 
D. Veegens (“De sympathia inter ven- 
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To summarize, physicians and sur¬ 
geons, treating ulcer patients, have at 
various times seen patients who, under 
prolonged ( systemic ) alkaline therapy, 
show apathy, twitchings, convulsions 
and coma, even death occurring in rare 
instances. The more common clinical 
symptoms of alkalosis are a definite dis¬ 
like for milk, headache, dizziness, 
anorexia, nausea, vomiting, irritability, 
aching pains in the muscles and limbs. 


/Shiciboerponi. 

DiWrraiJt fiintablomej quifunt diffta/u 
dqjcfrioriit uXpamt agimu* aut oi bate coc 
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t«fwnt* Nocoitpifce* omati Mcunalct ut 
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nugncmitorpoiu utfiononea Uni ct f/aii/ 
la. Et bate complexiont fn'gide a burnt/ 
dzutfpnucuUauapoTOtUauc. Etnutn/ 
menu omu/i fiofu coi ruptionu ut fun tom 
net fniau#qucapuJgrccos cram diairtur 
uimdiMatAillicuairb/uctrtra pinna m© 
racnfomiU pin melt uenuliauuaftcut xU 
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corricdenjii riifi atfucnf ueu ct naaiialu fjf 
nut pain niua finbut a/Tutnifurrmenaxuia 
li ippcmu ijgnificai jus ip dbu» ptcalTurnnf 
Ui non tftdigtfiui aut q> fiomaait i mili'i 


apperirui fuensin'enfui nScomcdatur ufqi 
* airjaeratf.Qoa r urtinefi«mcdciddfijn 
Comaco fcftturfafnJiU quonii general mor/ 
i bos flegrruncoi.Quinta fobi/luaba rupee 
minidtbtm grp flit. Sexa tnrnfitraabler 
• potutnil's ct bi'Qfif utocainon guuaar 
ftoinjcui dacrior comefa© ell que ftprnadii 
grtuioiefiaiTicaidamorpoiutcfi quit*/ 
pemmenrii fjjrcJnur el in rionuajnjnr. Sc 
/ ptima quoufqi ct nbji alfumptii aut pori/ 
but lenorur jirauint m ftomaco a abo abfri 
nrojum i dum donee coiifequenirlautjt. 

> Oaaua dum ftonuco font dcbtliat a mol 


drowsiness, dryness of the tongue and 
mouth, diuresis (in the early stage of 
alkalosis), deep coma (in the late stage), 
and tetany (rarely). Such symptoms 
of alkalosis do not occur from the use 


•C.XVI 

u cpmefiionc eft ablnneudd cum fimutiut 
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Baverius (1406P-1480), “De Cilio et potu." 


slow respiration, flushed face, profuse of the above describf 
perspiration, weakness and prostration, antacid and adsorbent *'< 



JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


sur les gastralgies et les enteralgies ou 
maladies nerveuses de l’estomac et des 
intestins." by J. P. T. Barras (ed. 2, 
Paris. 1827). and the comprehensive 
monograph (with very complete bib¬ 
liography ) by Viktor Lieblein and Hein¬ 
rich Flilgenreiner, “Die Geschwiire und 
Die Erworbenen Fisteln Des Magen- 
Darmkanals” (Deutsche Chirurgie, Lie- 
ferung 46 C., von Ferdinand Enke, 
1905). 

The development of ulcer after burns 
and after various abdominal operations 
should be of some concern to the sur¬ 
geon. Cumin [Edinburgh M. & S. T. 19: 
Sect. II, 337-344 (July) 1823] found 
inflammation of the intestines and peri¬ 
toneum in cases of severe burn. Joseph 
Swan [Edinburgh M. & S. J. 19: Part 
III, 344-345 (July) 1823] reported the 
case of Joseph Baily, '5 years of age. 
At necropsy, every part appeared sound 
except the stomach, in the villous coat of 
which were several spots and stripes 
like .-'loughs, extending deep, and quite 
black. The lungs were sound. “The 
membranes of the brain were much more 
vascular than natural . . . There can be 
no doubt that the diseased appearances 
of the head and stomach were produced 
by the irritation of the skin” (“Practical 
Observations: Case of A Severe Burn”). 
This report by Swan antedates Curling’s 
report (1S42) by nineteen years. Re¬ 
cently. Harkins published a paper on this 
sub ject ( Surgery 3: 608-641, 1938), and 
Penner and Bernheim (1939) also dis¬ 
cussed this subject and reviewed the 
literature [Arch. Path. 28: No. 2, 129- 
140 t Aug. ) 1939], 

J. E. Summers, Jr., considered “The 
Cause and Possible Prevention of 
Gastric and Intestinal Hemorrhages fol¬ 
lowing Operations for Appendicitis, 
Hernia, etc. [Medical Herald, St. Jo¬ 
seph. Missouri, 25: 469-475 (Nov.) 
1“0<»]. J. B. Roberts discussed “Gastric 
and Duodenal Ulcers Secondary to 
\\ ounds of the Urinary Bladder” 
[Trans. Amer. Surg. Assoc., Philadel¬ 
phia, 26: 202-225, 1908; Ann. Surg. 47: 


924-925, 1908] and mentioned the ear¬ 
lier reports by Billroth (1867) and 
Eiselsberg. Robert Jardine [Glasgow 
M. J. 62: 126-129, 1904; Trans. Glas¬ 
gow Obst. Gynaec. Soc. (1902-1904), 
4: 227-230, 1905; reported March 23, 
1904] and Louis Sauve [Revue de Chi¬ 
rurgie 31: pp. 211-225 (Feb.), pp. 363- 
382 (Mar.), pp. 492-508 (Apr.) 1905, 
Paris, Felix Alcan] made similar re¬ 
ports. J. K. Kelly (1904) mentioned 
two cases of ulceration of the stomach 
complicating ovarian cystomata. Eliza¬ 
beth Pace (1904) had a patient who died 
on the twelfth da) 7 with gastric 
•' hemorrhages after appendectomy. At 
postmortem examination, an old gastric 
ulcer was found. 

Among the articles that have ap¬ 
peared recently (1938-1939) concerning 
the treatment of ulcer of the stomach 
and duodenum , and which are of partic¬ 
ular interest to those working in this 
field of medicine, may be mentioned the 
publications by Mutch and Mann (Lon¬ 
don), E. B. Lewis, Falconer and Lyall, 
Collip, R. E. Kelly, Anthony Bassler 
(New York), Brown and Dolkart, Tid- 
marsh, S. C. Robinson, Daly, Morlock, 
St. John and Flood, C. M. Jones, Wold- 
man and Polan, Ivyger, Jr. et al, Graham 
(Toronto), Kellogg (Seattle), La Due, 
M. B. Levin et al, C. W. Eisele, Aaron 
(Buffalo), and Franklin Hollander 
(Amer. J. Digest. Dis. 6: No. 2, p. 127, 
April, 1939), and W. P. Havens [J.A. 
M.A. 113: 1564 (Oct. 21) 1939]. 

I. NONSYSTEMIC ANTACID THERAPY 

For the past several years the writer 
has been interested in the use of non- 
systemic antacid therapy in the treat¬ 
ment of gastric and duodenal ulcer. The 
combined use of magnesium trisilicate, 
colloidal kaolin, and aluminum hy¬ 
droxide in sufficient amounts nearly to 
neutralize all “free acid,” over a con¬ 
siderable period of time, has favorably 
controlled these cases. 

Trisilicate of magnesium appears to 
be nonirritating to the stomach and is 
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omnis acria atque acida removen- larum Et Consultationum lledicinaliuni, 
no utendum, sed neque praefrigido Editio Tertio, Venice, 1592, Liber V, 
: nimis ealido.” Thus, it is noted Epistola V, pp. 57-5S, on 58 F.]. 

Vilus C. Celsus (circa 35 E. C. — Among the earliest reports on gastric 
. D. ?) prescribed a special ulcer and duodenal ulcer, perforation and 
1900 years ago), which should be fistula, etc., were those made by L. 
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ve, Dodonaeus (1517-15SO). Right, his “Dc 


De Vlcere r uentriculi- 
CAPVT XXV. 

S XVLCERARJ ventticu- 
lum non minus quam alias 
corporis partes, d rationc 
hand alienum eft. 

Honcflaqtncdam matrofla, annos 
(plus minus) LX.nara.cxorcfpiritum 
fcctentcm multiscm iferat annisx na- 
libus graueolcns quoque muccus co- 
crctus fubindc extrahebarur, virens 
aut omnino varij colons: dolor circa 

Vcnrriculiregioncmaffiduus.non ta- 

mcn vaIdemolcftus;vr, quern ienire 
poterat facculus, in quoherbs, lenix- 
na, dc aromacaquxdam, ventriculo 
i eommoda.vnd cum goffipioconfura 
eranr. Mens & lenfusad extremum 
conilitcrunr. longo morbocoufccta 
cvitadilccilit. 

Vcntriculushuiuscxtcrius abom. 
Hi parte fupcrficietenus cxulccntus 
extiiir, dc quic ipluni contingebam 
vniuerfa, nontamen alia, quimqua 
ventriculocontiguacrant parte. Ce¬ 
rebri fubftanria integra, icd copiofo 
admodum humori veluti innatans: 
qui femes efic poruir mucci, qui tipi 
in naribus concrcuerat- 

Ulcere Ycntricuh” in McdiCtnahuHt* 15S1 


■nous Acid and acrid substances 
1 be az'oidcd. Wine may be taken, 
lot too hot or too cold! 
oratius Augenius (1527-1603) does 
discuss ulcer or perforation of the 
inch, but does consider gastric 
stion ami its disturbances [Episto- 


Phryesen (Fries, 1518), Kembert 
Dodonaeus H581), Marcellus Donatus 
(1586), Johannes Scheitck (1530- 
1598), Mathias C. Cornax (born circa 
1520), Alcmarianus Petrvis Forestus 
(1522-1597), Felix Plater (1534-1614), 
Petri Borell in 1670 (1620-1689), 
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Gatewood (1927), Carr (1932). Steele 
(1937), Wang (1938), Latchford 
( 1938), Falconer and Lyall (1938). C. 
Wesley Eisele (June, 1939), and others. 
Eisele states [Arch. Int. A led. 63: No. 6, 
1048-1067 ( June) 1939], “In all patients 
receiving alkali therapy some degree of 
chemical alkalosis develops, but clinical 
alkalosis develops in few." 

I lowland and Marriott (1918), and 
Marrop (1919) reported toxic mani¬ 
festations and the occurrence of tetany 
from the use of sodium bicarbonate. 
Studies by Kellogg and Mettier (Aug., 
1 ( >36), of San Francisco, indicate that 
in some types of anemia due to chronic 
blood loss from peptic ulcer, the alkalini- 
zation process associated with a Sippy 
regimen inhibits the absorption of iron 
contained in food. Pohle and Heath 
( April, 1939), of Boston, have made an 
interesting study of the influence of acid 
and alkaline salts upon the blood in 
hypochromic anemia treated by iron 
parenterallv. 

Other remedies have been suggested 
lw Greenwald (1923), Kantor (1923), 
Mutch (1936, 1937), Mann (1937), 
Tidmarsh and Baxter (1938), Kraemer 
(193S), Winkelstein, Woldman and 
Rowland, W. A. Swalm, Eusterman, 
Whitcomb (1939), and others. 

ALUMINUM HYDROXIDE 

Woldman and Rowland (1936) state 
that aluminum hydroxide seems to have 
a deterrent effect on the secretion of acid, 
in addition to the neutralizing value it 
possesses. Aluminum hydroxide is an 
amphoteric substance, adsorbing acid 
in the gastric acid medium and giving it 
up in favor of alkalies when it passes 
into the duodenum. 

Hollander (1939) well states, “For 
the purpose of retarding or eliminating 
ulcer formation, pepsin digestion as well 
as the erosive influence of free hydro¬ 
chloric acid must be eliminated, and both 
of these can be excluded simultaneously 


by elevating the pn to 5.0. Complete 
neutralization of all organic acids (i.e., 
to a pn of 7.0) is not necessary, nor does 
it offer any obvious additional benefits.” 



Joannes Schenck a Grafenberg (1530-1598). 


DE VLCBRIBES 

VEHTRICVLI. 

OBSER. 

J. Schenck, 1595, Ed., Frihurg. 

This can be accomplished by the com¬ 
bined antacid formula suggested by the 
writer. 
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dentally produced by the surgeon with 
the point of his scissors. Close examina¬ 
tion of the rest of the stomach showed 
no excoriation, corrosion, hardness, dis¬ 
coloration or lesion.” 

Archibald Malloch also knew of this 
graphic description of the symptoms pro¬ 
duced by the perforation of a gastric 
ulcer as described by Madame de la 
Fayette, lady-in-waiting to Henrietta 
Anne, Duchess of Orleans and daughter 
of Charles I, who was with her royal 
mistress on June 29, 1670, at Saint- 
Cloud during the last hours of her life. 
The Duchess had suffered for some time 
from pain in the stomach and side, but 
otherwise she seemed to be in good 
health. One day after dinner she com¬ 
plained several times of pain, and drank 
some chicory water as a stomachic. 
“Putting the cup down with one hand, 
with the other she pressed her side, and 
said in a voice which betokened much 
suffering: ‘All! what a stitch in the side! 
Ah! What pain! I can bear no more.’ 
Speaking these words she flushed, and, 
a moment afterwards, turned pale and 
with a wan lividity which astonished us 
all. She kept crying out, and begged to 
be carried away, for she could no longer 
bold up.” 

Other Cases. Bonetus, of Geneva, in 
bis Sepulchrotnm sive Anatomia Prac- 
tica (Geneva, 1679, Leonard Chouet; 
Cramer & Perachon, 1700) quotes the 
history, told by John Bautun, of a doc¬ 
tor's wife, IS years old, who had passed 
blood in her stools, and who died on the 
fourth day of an attack of peritonitis, 
which was shown at postmortem 
examination to be due to the perfora¬ 
tion of a gastric ulcer. 

Tile report of C'ourtial, of Toulouse, 
“sur un trou trouve au ventricule d'une 
personne de la mesme ville,” appeared in 
Journal Des Scavans, Tome Seizieme, 
554-556, Oct. 25, 1688, Amsterdam, 
W olfgang, \\ aesberge et ai., 1689. 

.. Ouand on ouvrit lecorps, et queIon 
visits le ventricule. on tronva vers la 


partie superieure, moyenne, et anteri- 
eure, un trou de figure ovale, long d’un 
pouce et demi, dont la circonference 
estoit bordee d’un corps calleux, qui ne 
ressembloit pas mal a un galon qui bor- 
deroit les deux cotez d’une etofe.” 


yeantTumi'\inrrKtUpfomnsliinmptrfarat 
SibiiaiiiStediuvwt i* iiwofvm,coinvnqvim o'ir~ 1 


t/ni lul>rl>Jt Imui lonr.mhjmuf fnulf-i nhp ijiir > if j nr,/A.runi (lemuf meLncho 
Scm P/iJitfupicmidujfjiigviiic/iiioncirtumlonpiinJiuf.W mim/IuK t<*crw\j>i.rut 

/ja jtu.nitni milIvtn.Srl.il ditwuurtu * 

Tlicophile Bonctui, 1670 ; 1700, Se(>ulihrduin 


Muralt, in his Curationes (or Exerci- 
tationes?) mcdicac obsori'atiouilms &■ 
experiments anatowicis mi.rfac . . . 
Amsterdam, 1688, reports a case of per¬ 
forations of the duodenum occurring in 
a soldier. I believe there is a copy of this 
book in the Bibliotheque Rationale 
(Paris), a volume of 593 pages. Dr. 
Meyer-Ahrens published an article en¬ 
titled “Die Arztfamilie von Muralt," in 
the Schvcixcrischc scitschrift fiir Heil- 
kunde, Bern, 1861-1863, vot. 1, pp. 268- 
289, 423-436, and vol. 2, pp. 25-47. This 
contains an account of the Excmta- 
tions (see vol. I, p. 281), according to a 
personal communication from Dr. 
Archibald Malloch. of New York. 

Panthot's report appears in the Jour¬ 
nal Des Scavans. 1695 (Aug. 1), Tome 
XXIII, ed. 2, Revue Sr Augmentee, 
Amsterdam, Janssons a Waesberge, 
1709. Mr. de Rhodes, Vice-Doven du 
College de 1-ion, the patient, was a man 
of delicate constitution and was subject 
to migraine, vomiting and colic. "On de- 
couvrit ensuite que la membrane veloutee 
estoit toute cmisumee et ulcerec en plu- 
sieurs endroits, mais que le mal principal 
estoit au Pilore, qui estoit dur, epais. et 
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ulcer by suggesting immediate antacid 
therapy. The use of the above combina¬ 
tion is suggested. 

These few comments are published by 
the writer in the hope that others inter- 


to the writer and to many of his col¬ 
leagues that many of the patients suf¬ 
fering from ulcer, with marked hyper¬ 
acidity, are promptly given appreciable 
relief, with definite evidence of rapid 


Dc fit ouuc hocx ulccra ro. Cap. xvii 

V Lcrrc in ftcmucho.iuc uaurccxiftcnKsomnturn r.ntum rcrum come# 
rtioiicjbftincrcoportct:luccoautcmpnfan.r > 4urh.il , c.t uti modico 
llthUrr* 3mmi vto mcllc, quo per ipfum ulerra rrpurgamir&cxrcrgannjr. Inobis 
rr[ir£u cnuncxhibcrc oponcr,aliqujndoqukicc4quxu5ccrarrparganf,al.i)uan/ 
doaurnn X qux Jolorcs nntigam,JC mordaar.itcm obrundur. poll icpnr/ 
oanohan ucro qu.t came cxplrnr.dnndc qua: a J aatuarm perduameur/ 
lut fun tea quxa Jllnngunt. romitunsauKin rpuhenura his conunnur.t 
cx palmis A nuliscotoncis.Jcf*nnis.CcMaim urro mtponendum cxnic/ 
Imoaur rolano-ammonuco th}m«amaic.& rhurc ammixto. Fpuhnna au 
, tem os conuciur NiIccEt tempore mducliunisaratnci* cmplaftrum cx fair 
cib u>A’quod Iccliunuppciiarur. 

Do lux qui a (louMiho.romuulis rnorbiinoJo.comsclfumur. Cap. x vj i1 

a Vidam homines ubi Jumusiounipcrmanfcnnr, pr.xfertun quumtrt 

thru mrmni4tfc?ti,autir.uonauri,aufcimsjnxic tom fucriiVtCoaii 

iliIis inorbi audsionc utmpn JuTidii!irur,X?onci Junr conuulfi. Plurcs au' 
i^-* tem conj qui hiK m»>do alheiuntur. graphs habicus funr.JC aCiduc irafhmr^ 

isHtii His fanclium j.Iius ibbriliora Unit! pr.x J«uscxirtens,X ccrcbru per rofai 

fom 


Aetius Amidenus’ (502-575 A.D.) Tetrabiblos , “De 
stomacho exulcerato,” Quaternionis Tertii, III, Seros I, 
Caput XVII, Froben, 1549, p. 491. Also, Aetius, Tctm- 
biblos, Librorum XVI, 1533-1535. 


11 Cum do uccricuii altccubus, fupcriorclibro 
loqucrcnvjriur duas maxrnus ipfiim parccs fccart 
dix'muis,q'jarumaltcraqu;cfupcnorcftgulapco- 
timu eft,cx mulcts nenm fcnfiftcis conrexu. Aire 
ra ucro limecontinua, a J intefimorum ufq? exor- 
turn extendirur. Porro Ocut urtaq? in animahbus 
proprio muncrc fungttui.ar pro utrlicatis dilfo 
renru Jwci fa cis cucniunr accidcmia;ud cundcm 
moJ;:mquicuncpai7ccur»comimitcr tumfrmila- 
nb us, turn mlrrumcnrultbuspartibusaducnircfo 
lcnt.rj tffum ijs, rum inter 1c turn ctia cum uniucr- 
fts m rein ms, comuncscllcccnfamrr. Vcrtnnac- 
ciJcwum iiniilitudo,non (blunt in qs inter lc,fcd 
main uicum quoqjpjrtibus.quxipfaatringunr, 
snuenirur: qua fix cu renum cCcoii coinimicatio: 
arq;hon:ninonniiIlafcdciiiade/rum lubciucog 
nttu facile,utdylentcria nnefinus Sancinprn:- 
feruta nomcn dy fenren.r propn'c a a dire o por ter, 
utpotc quod cx appcllationcrpfa, mrcTrinonl ul¬ 
cus hgnihcar.Ncip cmmallanm fit Imiufmodiaf- 
fectuspd quod m co quem hepaus uuro accidcrc 


■■■or J~ 0ClS ATTBCTIS 
A dixmius,fieritolet.-arq: propnjcciuinliabftno- 
f^-Ctcnrrn prouitusab ipfiut nuno Infix nior 
fcccrnitur,quam deinue intcranc.'rti j’-rjfioucs 
fcquunrur, pntten pouluni ciuons l.tmrl cxccmi 

uijctur.qaanjouijcficctafici'uaipicuni Jyfi-n 

icria die ecn.Viur. Cum itjq; liuiufinodi afiralTo- 

nalblxexcrmuniur.conlidcrandbclr.nunipin- 

gucquippijinl'muilctmiiplWeijetarur.iraeiiim 

mcralsis uucftinisulcus confiltcrc crcdcrula cfr. 
Vh.ucroci uorciti quoq: cxccrnf uideris,imuni 
oporict, uinun is rcliquis cxcicinciitis luliraJ- 
mil}us,ut unmcifus uufcc.rrur uimrcrtis.an pan 
ciirs afiqtu rcfi.|uis fupcrnaicr.Trcnim lia.finiltus 
cfr,mliipcrionl>i;s:ri ucro liipcrnarar.in fiumiliu- 

G . ' ' ' ' 

non ira mamtefee uun cruorc. Simifis cua’dc oui 
nulls ratio eft. inmi' ipfa, urraintcftiru liutlxb, 
i dcclariiU.lr.in ex efienna propria, rum cx mode, 
quo ucl commuter irefiquis cxcrcmcnns', uel uni 
corum parti lupcnuuicuidcniur.C-ricr.im non 
mcdioctitcr conducit a J curattoncmuollcin qua 

. intdtinorum partcc 0 nliftjtiilais.Nain It in lime 

rionbuj ir.uiiinis eft, abepotis ntcjiramcns pi.c 
lidiuni pciciidam cibii uci.r in fiiuniliorilnis.r !y- 

ftcrcmJ : jfir,ccicm.ii;iscoucnir. Arlumifinodtdy 

icnrcriV.afi Ins quo all hepate prolfiiunuudilccr 
, ntuir t\am abmitio tenuis lames Huelerolus fin- 
morunp,uintsab licpatc dcijcitur, Jennie auc'to 
nia.'o.crallm fiunioi fircibiu umi hand ablinnfis. 
c 1 rtttcrcaqtmfiepat.cis cwrcrionibusniliilabia- 
funicxpcllirur.anp interduin duorunt.auttnrm 
dicrum mtcri'.illo lupp.un.'turcuacuatio.dcinde 
i rurfusrcdit malum, atqr cxcci nunrurcxcrcincn- 
'. ra.prioribusmufiopcioij. id nets, per imcfiirn ml 
ulcerahaudquatpapparer. qiuppcm ijx n< 
tun, ncqr ex longn tcntpoi u iiueruallis.iat-o.jn-- 
. tesdcijccrccouliieurrunr. Arq:i:.Vera qi:.v in j c- 
dto intcfiinoonuntur( nnciim;m uocanr ‘ uc.’tc- 
menter quidem tcnliom* piompta dcuaendi 

cupidit3tcinfcUanr,paucis admodulcqucmibus 
cxcrcmcnns, quxquidcabmmopituitola wVpm 
■ ccamr.uncnu fpc- 

■ ,» . i • • - .moibr Ipinum»)% 

quxalupcrnisdcfccndunCj'iaudquaquan indcc 
D riuidcmur.JicnbunrnonnuJIiquod.:lornexecr- 
ncndi conam,pr.TccdcntcdoIoj c Lvlicmcnu, Ji' 
qui lapidcs cailofbs Jcicccrurijs,qui in tiehca na- 

inenrem dolotcm fcpcnumrro co.ifpcxi.nicJicis 
illumnonadcolum.fcdadrencs pertmereputan 
nbus.uclurircntnnquoqrcruciatijsadcoluimc- 
fcTrcuidcnf.Suntejuiomnmoncgcur.jn liniJins 
parnbus, colicamnHfciftioiicni cucmicpoiib l-»i- 
turabmino,hoium aftecturrm th It it idio djdroJu 
cfr.quorcmpoicnci{,tniiia<;n.i!n pr.t !idioritd:t- 
fer curia ipii i cquirunr-Iraqr acnde una c\uprr.:n~ 
tia,c(iam tunc djli^enrcrimueiropoi ti.r. Nani 
naufca,5Li:omiruvurgenr,inu/to*jr.'iuiorr^ cruia 
gisafiidutjdoicmc colo.liuomutiiquu labor.*u- 

trs 


i 


Cl. Galen, “De Locis Affectis,” (VI) Liber sextus, Column 139, Cap. Ill, 

“Galeni De Affectorum Locorum Notitia,” in Galeni Operum Tertius Tomus 
Classem Scriptonnn , Basileae, 1549, Froben. (Cl. Galen, Sept. 22, 130 

A.D.-200 A.D.?) 

ested may give this combined form of healing following the control of the acid 
antacid therapy a fair trial. It appears secretion. 
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Letter XXIX, Article 16, of "De Sedi- 
bus”). 

EIGHTEENTH CENTURY 

Alexis Littre, in 1704, reported a case 
in which death followed hematemesis 
from a gastric ulcer. 

/ XVII. 

(Jn homme de 16 ans cunt more apr& avoir cu du- 
ranc j fcmaines une doulcur conrinuclled'dlomac.dej 
maux de cccur frcqucns fie dcs naufces, fic avoir rendu 
Ics dernicrs jours de fa vie bcaucoup dc fang par bauc 
£c par bas, fur ouvcrt par M. Littre»qui luirrouvi dans 
rEilomac un ulccrc road, dc rlignes dcdumetrc,fic 
de dcmt-figne dc profondcur, ncuc i ua pouce fic demi 
du Pilore, fie 3 chapinei dc fang dont unc partic dtoic 
caillce fic 1’aurrc liquidc dpanchces dans la cavicc dc l’E- 
ftomac, Ics IntelKns i moitid rcmplis dc fang, Ics Vcn- 
tncules, les OreillctrctjScIcsVailtcaux ducoeur, aulli- 
bicn quc Ics autrcs gros vailTcaut du rcftc du corps en- 
rieremenc vuides dc fang', fic pleins d’air, & pcu de fang 
dans les vaiflcaux moycns fic dans Ics peuts. 11 eft allcs 
clair que 1 'ulccrc dc I’Eftomac a crc/a caufc dc ccgrand 
cpancucmenc dc fang, aulfi y vbyoit-on fore fcnfiblc- 
ment plufieurs vaiflcaux fanguins ouveru, mais pour lx 
caufc de 1 ’ulccrc, on fouptjonna qaecc pouvoicnc ctre 
des medicamcns viofcnts que le Maladc avoit pris d’ua 
homme pcu experiment^. 

M. Littre dir que dans ceux qui font morts d’une per- 
tc de fang, de quclquc nature qu’elle aic etc, il atou- 
jours trouvd plcnu d’air les vaiiicaux qui ctoicuc vui- 

Albertus von Haller (October 8, 
1708—Dec. 12, 1777), in his Opuscula 
Pathologica, [Latin Edition, Lausannae, 
1755, Observation 21, pp. 44-45; Obser¬ 
vation 23, pp. 47-48; and in the English 
Edition, London, 1756, Observation 21, 
pp. 44-46, and Observation 23, pp. 48- 
49] reports two interesting cases: Obs. 
21, “Obesitas Male Curata;” and Obs. 
23, “Ulcus Coli in ventriculum patens.” 

Maximilian Preuss (1715), in his re¬ 
port above mentioned, speaks of 

“De ventriculi perforati, hepatisque per 
iiocce foramen illius cavitateni ex parte subin- 
trantis llludque claudentis, cum eoque con- 
nexione cartilagineo membranacea firmiter con- 
creti ac connati quasi, ahorumque in corpore 
muliebri, constitutione sunune praeternatu- 
rah.” He continues as follows: “Ilia nempe 
Regina Catherina nomine, anno aetatis circiter 
quarto decimo aut paulo ante, priusquam pri- 
nia menstrua enunperent. dolore quodam anxi- 
osa circa sinistrum hypochondrium scrobicu- 
]uni: , . . de doloribus circa lumbos, subluxa- 
tionem comitari consuetis, ac molestissinnun 


quendam circa ventriculi regionem sensum cum 
inambus vomendi conatibus querebatur . . . 
nec non artus intumescere incipiebant, donee 
sunime & ad rupturae ferme metum tenso ab- 
domine, postremis diebus, multis faecibus ni- 
cricantibus excretis, quartus Marti: des aelatis 
anno 44-, diu exoptatam Analysin afferet . . . 
Ven trie ulus ipse multo sanguine congrummato 

dcs dc fing Apparemment par la refpiranon continue!. 

Ic 1 c corps fc pcnctrc fic v’lmbibe cmicrcmcncd’air,qui 
entre dans torn Ics pores dcs membranes fic dcs turn, 
ques dcs vaiflcaux, ou il eft fans idle comp rime par 1 c 
tours rapide du tang, & d’oii il nc lort que quand ics 
vaiflcaux ctant vuides, il a la libcrtc dele dilator. Alors 
il prend unc grande cxtcnlion, fic les rcmplic. ( 

Left and above, Alexis Littre’s case (1704). 


repletus. Fundus ventriculi per totam longitu- 
dinem ad pylorum usque, scirrhoso glandulosa 
excrescentia inaequali, & hinc inde plus quam 
transversi digiti latitudine protuberante, ob- 
sessus, ipse que ventriculus in duos quasi saccos 
diremptus. Hepar, lien, renes, uterus naturalia 
& integra . . .” 

J. G. Volcamerus reported a case of 
“De Foramine Ventriculi” (Observation 
No. 229, in Miscel. Curiosa — Nat. 
Curios., sive Ephemeridium — Decur. I, 
Ann. II, Editio Tertia, Klosium, Fran- 
cofurti & Lipsiae, 1725): . per oeso- 

phagum, paulo supra superius ventriculi 
orificium, ruptum, liquorem illuin nigri' 
cantem in ventriculum congessit, unde 
per intervalla vonritu ista saburra pro- 
diit.” 

Christopher Rawlinson, in 1729, re¬ 
ported a case of perforated gastric ulcer 
under the title, “Of a preternatural Per¬ 
foration in the Upper Part of the 
Stomach” [Philosophical Trans. Roy. 
Soc., London, 35: No. 400, p. 361, 1727- 
1728; Abridged Vol. VII, 1724-1734, 
pp. 212-213, 1809, London]. 

James Skidmore had complained for three or 
four years of a violent pain in his stomach and 
bowels, never being able to rest in his bed at 
night, until he had vomited up the greatest part 
of what he had eaten or had drunk the day be¬ 
fore. At necropsy, the stomach was found per¬ 
forated in its upper part, about the middle 
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II. HISTORICAL NOTES AND 
CONNOTATIONS 

It is of interest, historically, to note 
that gastric disorders associated, no 
doubt, with hyperacid states were treated 
in Hippocratic and Talmudic times. 
Those of us who have studied the fas¬ 
cinating and lengthy story of ulcer of the 
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Above and right, Mentzclins' Case. 


stomach and duodenum realize that it 
goes back, perhaps, to the neolithic or 
alluvial Period (3000-1500 B. C.) and 
the early Egyptian clays, centuries be¬ 
fore the compilation of the Papyrus 
Ebers (circa 1500 B. C.). The medicine 
men of Plomer’s (900 B. C.) times, and 
perhaps the "good physicians both,” 
Machaon and Podalirius (sons of 
Aesculapius) of the Iliad; Plippocrates 
(460-370 B. C); Celsus (20 A. D.); 
Galen (130-200 A. D.) and the other an¬ 
cients knew of gastric disease and ulcer 
of the stomach. Aetius Amidenus (502- 
575 A. D.), in his medicinal “Tetrabi- 
blos,” Froben, 1549 (Quaternionis 
Tertii III: Sernio Primus I, et Ex ordine 
nonus (IX), Caput XVII, page 491) 
discusses “De stomacho exulcerato” and 
speaks of “Ulcere in stomacho au ventre 
existente, etc.” Avicenna (980-1036 A. 
D.) treated ulcer of the stomach (“Ca- 
nonis medicinae," Venice, Press of Pet¬ 


rus Maufer, I486, Liber III, Fen. XIII, 
Tract. IV, Capitulum XII, “De vulneri- 
bus i stomacho”; “Stomacho . . . ulcera 
• • • and Capitulum XIV, “De cura 
ulcerum stomaehi”). 

Galen (130-200 A. D.), in his “De 
locis affectis,” Liber V, Cap. 6, on 
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pathology, mentions ulcer of the 
stomach. 

This same writer, in “De locis aftec- 
tis,” Liber 6, Column 139, Cap. II (Ba- 
sileae, 1549), says, “Cum de ventriculi 
afitectibus superiore Iibro loqueremur in 
duas maxinias ipsum partes secari, dixi- 
mus: quarum altera quae superior est, 
gulae continua est, ex multis nervis sen- 
sificis Contexta: altera vero huic con¬ 
tinua ad intestinorum usque exortum ex- 
tenditur.” 

Everard Home (Philosophical Trans¬ 
actions, London, 1807) also divides the 
stomach into two parts: cardiac and 
pyloric. 

Celsus (20 A. D.), in his “De Medi- 
cina” (printed 1478), Liber IV, Cap. 5, 
lays down rules for its treatment, 
acceptable even today. “Adhibendi 
lenes et glutinosi cibi sed eitra satieta- 
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Physico-Medica Academiac naturae 
curiosonim. IX, Obs. V, pp. 16-17,1752, 
Norimbergat]: Maximilian) Preussii 
[“Ventriculi perforati,” Academiae Na¬ 
turae cm iosorum Ephemeridcs, Centu- 
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R. J Cameranus {1717), Atadcmiac C-LC naturae 
cunosoruut Ephemcrulcs site Obseri’ationum medico- 
physwarum Ccnhma /' ct VI, Noribergae Wolfganger 
iftchaheJIcs. anno 3717, observatio 43, pp 62-63 (Sept 
17. 171-0. 


ria III et IV, Observatio XIII, pp. 26- 
29, 1715, Noribergie]; Geoffroy [“Ob¬ 
servation sur une onverture aTesto- 
mac," Histoirc de la Soc. Row de Mede- 
cine, 1780-81, IV- 262-263, 17S5, 
Paris], 

Sir G. Baker, in 1772, referred to a 
case of duodenal nicer in a gentleman 


who ivas treated for “atra bills.” After 
death the “atra bibs” was found to be 
blood from an ulcer at the beginning of 
the duodenum. 

James Carmichael Smyth (March 2, 
1790) reported a case of a young lady. 
15 years of age, whose sudden death 
was occasioned by an ulcer in the stom¬ 
ach [Medical Communications, London, 
II: 467-471, 1790, Joseph Johnson], 

NINETEENTH CENTURY 

Rayer (Hospital De La Charite) re¬ 
ports a case of perforation of the duo¬ 
denum (Gazette des Ho pita ux I: 137- 
1 38, Mar. 21, 1S39) and, what is, of 
especial historical interest, in this article 
makes reference to Penada’s report of 
the case of Domenico Miazzo who died 
of perforating ulcer of the duodenum 
after much suffering. This reference 
by Rayer was not known to Sir Arthur 
F. Hurst, of London, and Dr. Archibald 
Malloch, of New York, when they pub¬ 
lished reports of Penada’s very interest¬ 
ing and accurately described case of per¬ 
forating ulcer of the duodenum (Pado¬ 
va, 1793). Rayer also refers to J. Mu- 
ralto (“Curationes medicce, observa- 
tionibus, etc.,” Amsterdam, 1CSS): 
“Muralto a trouve, dans le cadavre d’un 
soldat. le duodenum perforc en deux 
endroits.” 

Jacopo Penada (born in Padua, Dec. 
11, 1748; died Feb. 23, 1828) published 
an account of a perforating ulcer of the 
duodenum in his book “Saggio / D'Os- 
servazioni, E. memorie / sopra Alcuni 
Casi Singolari / Risrontrati nell’ Eser- 
cizio della Medicina, e della Anatomia 
Pratica / dal dottor / Jacopo Penada M. 
F. / Socio Corrispondente della Reale 
Accademia delle Scienze, ■' I.ettere, ed 
Art) / Di Padova cc. ec. ,' In Padova 
MDCCXCII1 ' Per Approvazione.” I 
believe Dr. Charles Singer (Kilmarth, 
Par, Cornwall, England) owns a copy of 
Penada's book. This quarto volume of 
146 pages contains nine chapters or 
“osservaziom,” of which the third one, 
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Christianus Mentzelius (1686), T. 
Boaetus (1679), J. Rhodius (1676), 
Fehrius (1689), S. Grassius (1695), 
Johannes M. Vorwaltner (1699), Alexis 
Littre (1704), Rudolph J. Camerarius 
(1717), Johannes A. Goerizius (1719), 
J. J. C'ourtial (1688), Du Verney 
(1704), S. J. P. Housset (1693), M. 
Preusius (1719), Christopher Rawlin- 
son (1729), August Wencker (1735), 
Morgagni (1737), Christian Wencker 
(1743), Janus Plancus (1748), J. F. 



Henckel (1712-1779), J. B. Verduc, 
Jacobus Flollerius Stem pan us (died 
1562), Joannes Scultetus (1595-1645), 
Domenico Panaroli (1654), C. Stalpart 
van der Wiel (1727), P. Salmuth, O. 
Desnoz (1759), Vetter, Westring, 
Jacquinelle, Laporte (1772), du Rocher 
(1745), Lieutaud, Halle (1802), Citizen 
Bellot (1802), Jacopo Penada (1793), 
Matthew Baillie (1793), J. Muralto, B. 
Gooch, H. Bassius (1731), Godot 
(1773), Smyth (1790), Jean Cruveil- 
hier (1791-1873) and Abercrombie 
(1824). 

The case of Cardinal Cesare Baronius 
(died June, 1607), as reported by Paul 
Freher (1688) (Obiit ex ulcere sto- 
machi: “In cadavere dissecto Medici 


tria ulcera in ore ventriculi invenerunt, 
unde rebellis ejus nauseae sedatus fuit 
stupor'’), is entirely overlooked by pres¬ 
ent day writers. 

Other early reports were by C. G. G. 
Ivade (1752), Fearon, D. W.. Nebel 
(1782), J. Morin (1800), Citizens Cor- 
visart and Leroux (1802), Lassus and 
Percy (1802), Lorey (1808), Percy and 
Laurent (1S19), Amedee Lefevre 


Cum in fene£tute lethalem contraxiflet 
naufeam, adeo, ur infenfibili a/imenti por- 
tionefu/fentari vidererur., fepruage/imum 
ramen fuperfuit annum,quo Xilmum Sa- 
cr£ Hijlorie Librum ex voto complevic. 

Fato dcfunfhis eft Rome ulc. die Junii 
^te‘ 7 16o 7' ca daveredifle&oMediritria 

maebi u kcra more ventriculi invenerunt, unde 
rebellis ejus naulear fedatus fuit ftupor. 

ScpulcLisjacetfioms in Tcmplo Con«rc- 
gationis Oratorii cum hoc£pitaphio, Car- 
dinali Francifco Mari* Taurufio communi: 

Caesar Baronius Cardinalis, Obit. Junii A.C. 1607. 
Paul Freher, Theatrum Virorum, 168S, Noribcrgae. 

(1842), Anton J. R. Jacksch (1844), C. 
Rokitansky (1836, 1839), Coze (1790), 
Breschet, Aillaud, Baron, J. J. Leroux 
[Observation sur une perforation de 
1’estomac, Jour, de Med., Chir., etc., 
Paris, 15: 239-249 (Apr.) 1808], Van 
Swieten (1700-1772), and Adamus 
Christianus Thebesius (1715). 

Many of these early recorded cases 
of gastric and duodenal ulcers, perfora¬ 
tions and gastric fistulae have been over¬ 
looked entirely by American and 
English students of the subject. 

SIXTEENTH CENTURY REPORTS 

Dodonaeus (1517-1585), under the 
title “De. Ulcere Ventriculi” (1581) re¬ 
ported the case of “Honesta quaedam 
matrona, annos (plus minus) LX. nata, 
ex ore spiritum foetentem multis emi- 
serat annis: . . . dolor circa ventriculi 
regionem assiduus, non tamen vakle 
molestus; . . . Ventriculus huis exterius 
ab omni parte superficietenus exulcera- 
tus extitit . . . ” [Medicinalium Obser- 
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(1841), Crisp (1S43), Parjzek (1843), 
Peste (1S44), Marcus (1845), E. 
Young (1845), Peacock (1846), Law¬ 
rence (1S46), Orelli (1846), Williams 
(1846), Russell (1848), Geyer (1849), 
Wartena (1849), Ekman (1850), Beyer 
(1853), and Lees (1856). Craigie 
(1835) reported three cases of ulcera¬ 
tive destruction of the coats of the 
stomach (Edinburgh Med. & S. J. 44: 
262-277, 1835], in which “the ulcerated 
aperture was situate in the small arch 
of the stomach”; he read his report be¬ 
fore the Edinburgh Medico-Chirurgica! 
Society October 1, 1835, 

Perforation of the duodenum in early 
medical literature has been recorded by 
man)' writers following the previously 
mentioned earliest reports by J. Muralt 
(1688) and J. Penada (1793). Among 
nineteenth century reports are those by 
A. Girard (1804), C. Hastings (182S- 
1829), Robert (1828), S. C. Wait 
(1S41) and Lenepveu (1839). Lenepveu 
presented his report at the March, 1839, 
meeting of the Societe Anatomiquc de 
Paris under the Presidence de M. Cru- 
veilhier, as a spontaneous perforation of 
an old ulcer of the anterior surface of the 
duodenum. Others are Rayer (March 
21, 1839), C. M. Gibert (April 27, 
1852), Klinger (1861), Krauss (1865), 
C. Alloncle (1883) and Perry and Shaw 
(1894). F. Trier (1863, Copenhagen) 
speaks of ulcus corroswum ditodeni. 

A case of ulceration of the duodenum 
with formation of a hepatico-diaphrag- 
matic pouch, occurring in a patient aged 
68 years, is reported by Drake, Rives 
and Gross (Western J. M. & Phys. Sc., 
Cincinnati, XI: 510-514, 1838). There 
was a perforation on the upper wall of 
the duodenum, one inch below the pylo¬ 
rus. The patient died May 13, 1837, 19 
days after the excruciatingly painful epi¬ 
gastric attack and spasm. Professor 
Gross performed the necropsy. Profes¬ 
sors Drake and Rives were the attending 
physicians. 

In the case of Charles Hastings cited 
previously [Midland Medical and Surgi¬ 


cal Reporter, Worcester, I; 292-293, No. 
4 (May) 1829] the patient was a woman 
aged 30 years who died March 31, 1813. 
In the duodenum, beyond the part into 
which the biliary duct entered, an ulcer 
larger than a crown piece was found. 
The ulcer was a cancerous kind; its edges 
were very ragged and everted. The sur¬ 
face of the ulcer was very irregular from 
fungous excrescences. The coats of the 
intestine around the ulcerated part were 
much thickened. 

W. Bainbridge in his report, “Cases of 
Perforation of the Stomach and Duo¬ 
denum” [Lancet II: 56-59 (April 9) 

1842] , describes two cases of perforation 
of the stomach (woman, aged 60; girl, 
aged 18) and two cases of perforation 
of the duodenum. He refers to Hodg¬ 
kin's observations that the "valvular pyl¬ 
ori" portion of the duodenum is peculi¬ 
arly prone to disease, and often lacerable. 

The case of duodenal perforation re¬ 
ported by Job. Heinr. Beck [“Fall von 
spontaner Perforation des Zwolffinger- 
darms, Zeitschrift fi'tr die Staatsarsnei- 
kuude (A. Henke, Erlangen), 15th Er- 
gdnsungsheft (Zum elften Jahrgange 
gehorend), pp. 60-86, 1831] was that of 
a miller, aged 35 years, six feet tall and 
of choleric temperament (Thaddaus H.). 

Instances of perforation of the duo¬ 
denum were reported by J. W. Ash 
[Med. Exam., Phila., 6: 169, Aug. 5, 

1843] ; J. C. Bailey [“Perforation of the 

Duodenum followed by Fatal Peritonitis 
in a Female the Day after Marriage,” 
Med. Times, London, 15: 223, Dec. 19, 
1846]; W. J. Little [“Case of Chronic 
Ulceration of the Duodenum and Per¬ 
foration,” Lancet, London II: 6, (July 
5) 1845J ; Lambert [Ulceration du duo¬ 
denum. Occlusion du canal choledoque 
a son embouchure,” Gaz. d. hop., Paris, 
2: 2d Series, 379 (Aug. 13) 1840, “le 
chevalier de 1'age de .. 

bataireAlex, 
servatiou d’une perfo 
l’intestin duodenum, 

De Medicine, De Chi 
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S Evctin Faltk, 4c pijs dc cinquante ans, cro ; t airaqu£ dcpuls Obfcrv. id. 
quelque-temps d'uncHiftfiiion fcoibutiquc , incite d un fond dc cha- 


d«f roariiaux , 8c pluficurs aurres remedcs. Mats tout Tut inutile, lama- 
hdie faifott tou* Jes jours dc nouveaux progrb, L’eAomac rejertoir tom 
les aliment 5c tout les medicament , avec quelquc foin 6c que'.que pre¬ 
caution qu'on iei prepar it, de forte que les Mcdccins foup^onnerenr enfin 
que lei tuniquej de 1’eftomac etoient excoriees. Ainfi apres avoir clfaye 
cfl vain dc lui fairc prendre dcladecoftion dc fquine , on propofa le Jaif. 
Le maladc fe fouroit a cetre ditfte ; mail a peine ivoitilpru (on lait qu’il 
le v omifloic tout caillc commc du frontage. Enfin il fuccomba a fci maux 
ic prla fa famillc cn mouranc dc fairc ouvrirfon corps , afin qu’oo vie 
la caufc des tourmens qu'il avoit foufferti ft longtempi. On fuivit fon in¬ 
tention , 5: Ton trouva route la face interne dc l’eAomac rouge comma 
du fang ti prcfque excotite. Le foie ftoitgros, trtfs-dur.noirattc a len- 
droit dc U vclicule du fiet. On trouva-dans cctte vfficulc un morceau 
oblong dc bile concrete un peu dure , qui auroit infailhblcment forme 
one pierre biliairc. fi le maladc cut v£cu plus longtems. La partie de la 
bile qui avoir confervd fafloiditd, avoir tcint d'une couleur }aunc tomes 
les parties voifincs; elfe avoit aulG reflui dans la made du fang un peu 
■vint la raort du malade, dont le vifage & tout le corps craicnt devcout 
jauncs. La ratte ctoit dun volume Sc d’une durete confiderabics. Lea vaif 
feaux fangums qui fc rendenc de ce vifeere dans 1’cAonuc, patoifloient tres- 
gonflei, fans qu’aucun nfanmoms s'ouvtit dans la cavitc de 1‘cAomac, 
On remarqua dans le mefentere auptis du pancreas une cavite affez conli- 
dirable , remplie d’une humeur fercufc: c’etoit-la fans dome la fourte if 
le icfcrvoir dc cat icide qui avoir caufe Icj doulcurs d'cftomic, 6c qui, 
auunt qu'on peut en jugcr. avoit etc la caufe prnchjine do la mort du 
malade. Les poumom etoient adherens aux cotes cn pluficurs en droits, 
A commen^oient dej* a fe gatcr. ■ 

On ■ . ■ i 

meurs ■ ■ ■ . * ■ 

dc’prav . * ■ 4 . .. p _■,_i, 

& dc caufer. eo irritant cn corrodant mtme les membranes-&Je» autres 
patties fenfibles, dcs foulfranccs hornblej, dont Icj nuladei. Jcfoovenr 
mtme les imdccinsne peuvent dcvinerla caufe. CVtoit-liJc fentirnent de 
XJomin.que SJa . le plus cclcbre mcdccinde Padoue,' mon ancicn maitrc 
dans la ptatiqi e de la rotdeeme. Je me rappclle qu'etant auprts de lui. no..s 
cutaej l'ocuhon d'ouvru un jeunc bomme more de coliquc* d ellomac 
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cufes qu'on foupijonriuic d’a.'o.r etc empoifunne, fur c» oj'm !,• 
Actsi ot trouvaI'cftomar torr-iJc. CTc meJcuii, templi defagav.te A.*d'e\prr>cn.c, 
Cr»*»n>ci,f. n01 '* asers.t d'etre rcurstt dans la jugemcit qua nous p >rtci on* l^r let 
/'■nee 16 - 5 . C3s d tuipoifotincment, i. nou* a;juu qu’il t:o t trct-poTib'e q i .1 i; I »r- 
C1 e:.. j S. mat d fc ns le corpi In ma.n unc mat.cra qui ajro'r routes les qua’itt < d'ui 
pmfon , wV caj-alilc d.- fii.e mo-ir r un Ikititi: dc la n*:..ie min::re q-j 
s il cut etc empoifonne. Jc van tapporter lc cai qut donna lieu a cetta 
fage rcllcxion. 

Un |cune homme dc fam lle, age de singt-neufans, alTcz blen conrti* 
tuc, d un temperament un peu JiumiJe >ii fobre dans fi maruere de vivre, 
apict avoir obferve rigoureufement le (cunc du careme, Ic (rojva tout 
dun coup atraque. fans caufe citcrnc.de doulcurs tres violence) dans 
J’cftomac^e Ic«intellms. accompagnces d: vomilfcmcns cuntmuelt de to> 
res fortesdemanctes; ilnepouvoitgiruer nt aliment nilwilfm . * fou/f*oic 
uncfoif&unesrdcur mexprimaMcr. Iln avoir point Je/Ievre, aanun acca- 
blemcnr. dcs ansic'tes, dcs inquietudes S: dcs agitJtions dans tout le corps. 
Son vcotre ctoit relTerte. 6c nc s'ouvroic qu’i force ds luemens, mats fans 
foulagcr fej dooleuri. Tous let toplques dont un s'aviu. ne calmerent 
aucunement fon mal. La thcriaque fcmbla un peu moderer les vomilTe- 
mens continuels de mitieres abondantei. Il cantinua cependant a vomir 
encore de temps en tempt I'cfpace de deux foil vingt qjarre heures. En- 
fuitcle vomifl’cment s’lneta de lui-mcmc, les douleurs ccllcrcnt, lappetit 
revisit, il but 6i mangea fort bicn, le fommed ftoit bon ; en un mot, il fe 
trouvoitbeaucoup mieux. li n’avoir cascu un inAant de lievre pen dace 
tout Ic tempi de fci doultuts. La foil rroit le feu! fymptdmc qui cooti- 
nuit « le tourmenter. Cet c'tat de calme dura trail jours. Le qusrricmc, 
fans qu’il cut a fe rcprochcr aucune fiute dans 1c regime, ni dans aucune 
desenofes que les medccins appellcnt nonnaturrlles, it fe feutir reprisde 
maux d'eAomacinfupportablesquatrebeurcJ apresavoir din/. Tout le bat* 

' ventre dc vint tendu fit douloureux, life fentoit fuifoque, Jccccurlui man* 

3 uoit, il e'toittourrnentc par des env ies de vomir, rout fon corps ctoit dans 
es agitations continuclles; il tie pouv oit fe teoir ni couche ni debour. Ce¬ 
pendant le ventre continuoit a enller de plus en pJus. le pools devenoit 
petit ic lent, quoique fans Aevre ; Enlsn, let exert mites froides, fci anxic'- 
rfs , les fyncopcj irrquentes , let fueurs froides au front, I’aneantiiTemenc 
du pouls.tour annonij’oit une more prochaine, quiarriva ce jour-la meme 
i Ax hcures du foir. 

I Tout fon corps cnfla en un moment. 5c devint A monArueut qull 

n’avoit plus rien de la figure humaine. I-es yeux, Ics orcillcs, 5c fuitout 
les levres n’etoient plus rcconnoiflables, tantdiesc'roient grolfes5:lividei. 
Le dot paroilfoit tout gangrene, Sc les mufcles dcs lombes s’en jlloicnt en 
bouillie pour peu qu’on Icj maniac. Toute la fubAance de I’cAomac s’en 
nlloit dc menu; »l paroifibit rouge & manifcAemcnt corrode en dificrens 
eodroits, fufraflfdins une place ou il e'to.: itvtde U foutpoum. 


Bartholin & Borrichius’ report (1676) 


Case of Hcnriettc-Aune. According- 
to Hurst, an old diary of Sir John Finch 
(1626-1682) gives an account of the 
very strange death in 1670 of “Ma¬ 
dame Henriette-Anne d’Angleterre,” 
daughter of Charles I, with necropsy 
findings. Littre quotes an account of this 
autopsy. .-/ perforation was found in the 
middle and anterior part of the stomach, 
and although the peritoneal cavity con¬ 
tained a large amount of fluid and gas, 
and although this fluid was described as 
being oily, “grasse comme l’huile,” it was 
not recognized that the perforation had 
occurred during life. From the clinical 
description of the case there is no doubt 
that perforation of an ulcer occurred be¬ 
fore death and that the oil in the con¬ 
tents of the peritoneal cavity was the 
castor oil which the patient had swal¬ 
lowed as a remedy. 

In the Xew York City Public Library, 
the writer read the story by E. Littre: 


“Henriette D’Angleterre Belle-Sceur 
De Louis XIV, Est-Elle Morte Empoi- 
sonnee ?” in La Philosophic Positive Re¬ 
vue, by E. Littre and G. Wyrouboff, 
Tome Premier (I), pp. 183-211, July- 
Dee., 1867, Paris, Librairie Germer 
Bailliere. 

Littre (1801-1881), in his Medecine 
et Medecins (1872), pointed out that 
Madame’s symptoms were typical of a 
perforated gastric ulcer and that poison 
could not have caused them without pro¬ 
ducing a very acute gastritis which was 
not evident after death. 

In the Bibliotheque Nationale, Paris, 
there is preserved the Memoir of a Sur¬ 
geon of the King of England, ivho was 
present at the opening of the body of 
“Madame.” This report stated: “The 
outside of the stomach looked healthy, 
and the inside was free from disease, ex¬ 
cept for a little hole in the middle of the 
anterior wall, which had been acci- 
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dena! Ulcer and Its Surgical Treat¬ 
ment," [Lancet II: No. 40S5, 1656- 
1663 (Dec. 14) 1901 and his Mono¬ 
graph on "Duodenal Ulcer,” London, 
1910]; the contributions of Sir Arthur 
F. Hurst (London); Knud Faber; Sip- 
py; Rudolf Schindler (gastroscopy); 
Konjetzny; Francois Moutier (Paris); 
Haudek (1913, 1923); and the numer¬ 
ous valuable publications that have is¬ 
sued from the Mayo Clinic, the Lahey 
Clinic, the Hospital of the University of 
Pennsylvania (Philadelphia), Mount 
Sinai Hospital ( New York), Guy's Hos¬ 
pital (London), Prof. Finsterer's Vien¬ 
na Clinic, Max Thorek’s Clinic (Chica¬ 
go), and Professor Paolo Alessandrini’s 
Clinic (Rome, Italy). 

Contributions have also been made by 
Samuel and Soltau Fenwick (1893,1900, 
1902), Parry (“On Gastric Erosion,” 
Guy's Hosp. Reports, 1S68), Peter 
Ludwig Panum, (“Experiinentelle 
Beitrage Zur Lehre von tier Embolie,” 
Virchow's Archiv., Vol. XXV, 1863- 
1864); Chvostek (1883); Oppenheimer 
(1S91); Nothnagel (1904); Max Ein- 
horn; Otto Hahn (1930, who reports 
two cases of perforated duodenal diver¬ 
ticulum, with recovery, and reviews the 
literature); and the recent publications 
by Bassler, F. IC. Boland (July, 1939), 
La Due (1939), Finsterer (1939), 
Geisthovel (April 15, 1939), Kayne and 
Hounslow (“Examination of Gastric 
Contents for Tubercle Bacilli in Adults,” 
June 10, 1939), Levin and Burton, et al. 
(July-August, 1939), Zadek (Frei¬ 
burg, 1912), and Zernp (“Primary Je¬ 
junal Ulcer,” July 1939). 

ETIOLOGY AND DIAGNOSIS 
The relation of the nervous system to 
gastric ulcer was a problem many years 
ago as it still is today. Thus Schiff, 
Brown-Sequnrd, Ebstein, Ewald, Cush¬ 
ing, and others have performed a num¬ 
ber of experiments which tend to show 
that injury to certain parts of the brain, 
separation of the peiuluncles of the brain, 
of the optic thalami. of the corpus striat¬ 


um, of the crura cerebri, of the anterior 
corpora quadrigemina, and also of cer¬ 
tain portions of the spinal cord, can lead 
to hemorrhage, bloody infiltration, and 
ulceration of the stomach walls. Under 
certain conditions gastric hemorrhage 
may originate from lesions of the central 
nervous system. The experiments of 
Frerichs produced an ulcer of the stom¬ 
ach in a cat after division of the splanch¬ 
nic nerves and of the coeliac axis. Eb¬ 
stein, by injuries to the brain and cord in 
animals, produced ulcers upon a hemor¬ 
rhagic base. He and Schiff remarked 
that injuries of the nervous system, brain 
and cord were attended with gastric 
ulcers, while Klebs accounted for some 
gastric ulcers through spastic contrac¬ 
tion of the arteries. In view of some re¬ 
cent studies of a similar nature (Cush¬ 
ing, 1932; Masten and Bunts, 1934; and 
Vonderahe, May 1939) the above com¬ 
ments are of historical interest. 

Bucquoy (1887) was able to make a 
correct diagnosis of five ulcer cases from 
the symptoms alone. John Abercrombie 
and Jean Cruveilhier correctly recog¬ 
nized duodena! ulcer a century ago. La- 
tour, of Orleans, in 1815 observed the 
occurrence of fatal hemorrhage from the 
stomach without any evident lesion (His- 
toire Philosophique et medicale des hem- 
orragies) and mentioned cases reported 
by Portal, Franck, Hoffman, van Swiet- 
en, Baldinger, and VVarton; and Gold¬ 
stein brought to the attention of the pro¬ 
fession the unusual form of gastrostaxis 
due to telangiectatic bleeding (Gold¬ 
stein's “Heredofamilial Angiomatosis,” 
1937, 1938). 

MISCELLANEOUS LESIONS 

Healed gastric ulcers were noted by 
Forest, Schenk, Layard, de Haen, and 
Voigtel (Handbuch Der Path. Anat, 
Halle, II: p. 476, 1804), and others. 

Ulcers in newborn infants were re¬ 
corded by T. D. Lister, Spiegclberg, 
Goodliart, Siebold (1826), T Th. ■ 
lander (Aug. 1939), J. 

(I83S, “Peritonitis in F 
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OBSERVATlO XL. 

Dn. D. SAMUELIS GRASS1I. 

Dc pcrforato Ventriculo Hydropis Afeitis 

caufii. 

V irgo qimbm, cn'ginca clrdtcrannorum, obefio- 
ris psululumhabitus, fioriikcquc faciei, cumni- 
mi.'i conitrictionc thoncis S; bypochondriorum 
junewtr) fc retire re intcmlcrct , ncglc&.iquc 
fimul ctiarca, menfium paccrecur obftru&ioncm,. tandem 
in plcnarurn mciiliccucfic.xi.jm. Jain iiminidi.en!ibus 
pedibus, tandem h inmajorem molcm fo c.xtulic ,ibil.> 
nten, non fine fufpicionc Iccf.v puilicitia;. i’rtetcr con* 
fucc.ifymprom.ua, qu.v comir.uuur hydiopem, conquc* 
:■’ . \ . hypociiotnlrii &ubdo- 

. . _ , t , ...,.c.ju.cuii.velccrcvi/i.^frigi- 

tiioris imprimis, velmcdicamcntorumeiiam affinnl'erar. 
V'arid Inc a Medicis & Mcilicaftris per Iongum tcninus 
ccntata lucre rcmcdi.i, irrtto temper fucccifu. Tandem 
vocacnsSc ego,fcdul6 in id inctibui, quo in cavitate ab¬ 
dominis undubneem faburram tarn pervefienm, qti.im 
alvum cvacuarem, aft vcl fortiffinus purrantibus, vix 
fcdcs provocarc potui, indies altius furgente abdo- 
rnine. Tandem lupfisviribus bc.ue cxpiravic. Conful- 
turus Famce pudica* virginis, fuadco fc&ioncm, qti.nn 
regre ab amicis obtinui. Cumijuc abdomen aperircin, 
ftatim efiluxit jufculum ccrcvifim albs, cum micis pa- 
nis fimilaginci, quod fieri comedcrac , fioc cocldearc 
cxccptum idem erne t quod reperiebatur p6It in 
vcntriculo. Largiorc infiitio vulncrc,- ultra 40. ciilu- 
xcrc menfurre fouendis aquae , Omentum pucridum, 
propter copiarn aquarum verfiis diapfir.igma protru- 
ium reperiebatur ; Ventriculus, vcrliis Licnis regio- 
ncm , ad articuii dietti longitudincm perforatus , vc- 
ficaque minima eaque vacua tam ft'riae utero adnata 
cr.it, uc vix fine cathetcrc inveniri potucrit, ca'tera 
vifccra fana crane. Pater e.xinde enufj aim doloris port 
afTumpt.t qurevis, turn quoque ipliusln dropis. Unde 
vcrbpcrforatiofiac ortum fuum duxenc, hariclari im- 
poftibile fuic, cum nullumpraccdentisinflammations 
& fubrequentis ulceri's.veftigium deprehendcre licucnt, 
labiisvulneriscxiftemibuspurii, nee callofis. Cumquc 
foramen in medio quail vcntriculo tucrir, fimulquc lie- 
i nc obttftrum, oppidi liquet, xgram miferam fu.im vi- 

Jr 3 tam 

Samuel Grassius (1695). Miscellanea Ctiriosa sive 
Ephemerium German. Academiae C.-X. naturae Curios. 
Decuriae III, Annus III, Annorum 1695 & 1696, Ed. 
1696, Lipsiae, Fritschium Observatia XL, pp. -H--16. 

tellement schirreux et bouche, que l’ou- 
verture qui lui restoit n’estoit pas capable 
de recevoir une mediocre epingle. Le mal 
se repandoit jusqu’au Duodenum, au 
fond de l’estomac et aTomentum.” 

In passing, mention might also be 
made of “De oxyregima”, by J. C. Klet- 
wich, Francofurti ad Oderam, 1689, in 
which are discussed normal and disor¬ 
dered gastric secretions. 

Morgagni. Giovanni Battista Mor¬ 
gagni (1682-1771) believed that the 
gastric lesion (ulcer) was of the nature 
of gangrene of the stomach and agreed 


rather closely with Hippocrates (460- 
370 B. C.) as to the peculiar nature of 
the “atra bilis.” Hippocrates described 
the character of the vomitus and stools 
and named the condition “morbus 
niger.” He recommended dietary treat¬ 
ment for ulcer of the stomach, although 
he had no definite idea of this particu¬ 
lar lesion. 


Ex inftammatione intcflina Jivebant : ncc 
male olebanc tamen > uc nee ventriculus, quern ad me attu- 
lit it qui cadaver fccuic, & csetcra quae haftenus feri- 
pqa func, diligenrer narravic, Mediavfa nofter. Caula 
afferendi Fuic , ur dubitatiQiietnquandam iplicximtrem 
poftquam vcntriculum perlufiraflcm. Erat hie contra¬ 
ctus, facie intenore pallim hie illic inflammatut , in 
ipfoque jugi medio habebat ulcus circuli ferine ambi- 
tu , cujus diameter aliquantoerat brevior tribus di»itis 
tranfverfis, prolunditate exigua , quippe cum crebr* 
in eo apparerenc lenticulares glandulx mediocri ma- 
gnitudine, S; adeo manifeftse, ut per ofculum quod 
in carum cenrroconfpiciebatur, fetam immilerim . La- 
bris tamen paulo crafliufcufis ejufmodi ulcus cingeba- 
tur; & craffa erar fafla, dura, & magijquam alibi 
eriam ilia vcntriCuFl fubllanrja toto eo ipario quod ul- 
ceri exterius refpondebat. Cum aun>m elTer in medio 
fere ulcere'ventriculus penitus perforatus; ex me qua- 
rebat Mediavia , num cenferem , 

Giovanni Batista Morgagni, De Sedibus. 1761. 

Morgagni in 1737 found an ulcer in 
the duodenum as well as several in the 
stomach of a woman who died 24 hours 
after the onset of severe abdominal pain. 
There is no definite evidence that the 
ulcers had perforated. 

Every surgeon and gastroenterologist 
should be interested in the case reports 
in Morgagni’s “De Sedibus” [“De Mor- 
bis Ventris,” Liber III, Tomus Secun- 
dus, Letter XXIX, Articles 14-22, pp. 
16-19 of the Latin Edition, Venice, 1761; 
and pages 33-42, Vol. II of the English 
Edition, London, 1769, “Of the Seats 
and Causes of Diseases Investigated By 
Anatomy”]. In Article 14, page 16, 
Liber III, 1761, Morgagni reports the 
case of an old woman who died from a 
perforated gastric ulcer the middle of 
October, 1735. 

Of interest, too, is Morgagni’s refer¬ 
ence to Tyson’s case in au American 
with gastric perforation (Book III, 
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space between the two orifices, wide enough to 
contain the end of one’s finger . . . That part 
of the stomach next the pylorus was above 
four times thicker than in a natural state. . . . 
It was firmly tied down to the pancreas. 


application of snow to the surface of the 
abdomen. 

The celebrated Plancus, in his Epist'o- 
la, De Moustris etc Monstrosis ( [an i 


C,3*> ) 


VIII. 4 prctenuitur.il 'Perforation found in the upper 
Part of the Stomach, with the Symptoms it 
produc'd, hy Mr. Chriflophcr Hawlinfon, 
Surgeon. 

J Ames Skidmore had complain’d for Three or Four 
Years hit pail, of a violent Pain in his Stomach and 
Bowels, never being able to reft in his lied at Night, 
’till he had vomited up the greateft Part of what he had 
eat or drank the Day before. He would often compare 
his Pain to fome great Weight laying upon the Region 
of the Stomach, which he in fome Meafure alleviated, 
by prefling hard with his Hand upon that Part. When 
he turn'd himfelf in Bed from one Side to the other, 
he told me, he could plainly perceive that fome Fluid 
or other fell down with Noife to the depending Side j 
which Fluid he believ’d to be the OccaCon of all his 
Mifery: For which Reafon he often faid, he would 
willingly confcnt, nay, often carneftly prefi’d that the 
Surgeons would cut him open (as he exprefled it) and 
let it our. 

He had no apparent Tumour upon the Parr, nor was 
his Bell)’ more extended thjn ufual. He had had the 
Advice of feveral .able Phyficians before he came into 
the Hofpiul, but all without the leaf! Amendment to 
his Difeafe. When he died we were defired ro open 
him, and try if we could findourtheCaufeof his Com¬ 
plaints. As foon as we had penetrated the Tcritorue- 
mrt, there flow’d our a whiriln Liquor, not much un- 
like to IF hey, only a little more thick r.nd txculent; 

B b b i nor 


( ) 

nor did it emit fo noifom .a Smcli a< might be c.rvtied 
from its long Ke/idcnec in that Place. Wc computed 
there were above FourQi irts of this Liquor contain’d 
in the Cavity of the Abdomen. 

When u-c came .at the Stomach wc found it per ft- 
rated in its upper Put. .about the middJcSpice betwixt 
the, 1 wo Orihce-!, wide enough to contain the HnJ of 
one ■> h mger Wc cut it open Length-ways, .and found 
it pretty full u f a thick glutinous Matter, inclining to 
be yellow; and to its inner Cast, on the lower Side, 
there hrmly adher’d the Stone of a Prune, or fome 
oilier Fruit refembling it. On its Infidc, near the pre¬ 
ternatural Perforation, ’twas gtngreen’d for two or three 
Indies; and on the other Side of the Perforation there 
was an OUer near the fame [Signets. The whole Sto¬ 
mach was a great deal thicker than ufual; but that Part 
next th :‘Pylorus was above Four Times thicker than in 
a natural State, it adher'd dofely to all the Parts about 
it; and to the Pancreas ’twas fo tirmly ty’d down, that 
it could not be feparated without tearing. The Spleen 
md not exceed a Quarter of an Ounce in Weight. The 
Tancreas was febirrous. the’ pretty near its natural 
bite, in the Liver and Kidneys there was no .apparent 

D r,f \, n ° r inJ lhc Rifti ,n «>« Tlnrax receiv’d any 
viftblc Alteration except that the Lungs adher’d more 

fi . r . ,n >' V.'ip p Rura than ufual. The IntelUnes and 
al the Vtfcera contain d in the Abdomen were of a 
whiter Colour than ufual, by being fo Jong fodden in 
the Liquor ihey floated in. 


IX. An 


Christopher Rawlinson's case (1727). 


Interesting comments are found under 
the title of "Ventriculus," pp. 1313-1318, 
1739 ( Xoribergce), XXVII, in “Synop¬ 
sis observationum medicarum et physi- 
carum Ephemeridum Acad, naturae 
curiosorum.” 

Malloch (1919) erroneously states 
that the term “Ulcus ventriculi” was 
first employed by Johann Peter Frank 
{ 1745-1821); he advised a milk diet, ab¬ 
solute rest "summa quies corporis im- 
peranda." the internal use of serum 
lactis albuminatum as a styptic; and 


Planci, Venetiis, 1749), reports a case 
of pyloric ulcer and speaks of “Con¬ 
spectus Segmenti Ventriculi, in cuius 
fundu versus Pylorum Ulcus callosum, 
et profundum conspiciebatur” (Tab. II, 
Fig. I, page 30) ; and “Ulcus hoc callo¬ 
sum Ventriculo hie memoro, quod hoc 
morbi genus saepenumero a me obser- 
vatum sit Armini,” etc. (page 16, lines 
20-21; page 17, lines 5-16). 

Other reports of this period of inter¬ 
est are those by J. FI. Furstenau, 
[“Foramen in fundo ventriculi,” Acfci 
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Illustration from one of the earliest reports of perfora¬ 
tion of the duodenum. Case of Domenico Miazzo re¬ 
ported by Jacopo Penada (1748-1828), Padova, 1793. 

pages 33-56, concerns this interesting- 
case. 

Archibald Malloch (of The New York 
Academy of Medicine) published 
(1919) “An Early Record of Perforat¬ 
ing Duodenal Ulcer,” which was the case 
report of Jacopo Penada’s patient, 
Domenico Miazzo, of Padova, who died 
June 23, 1791. 

Matthew Baillie (1761-1823), physi¬ 
cian to St. George’s Hospital, gave an 
early clear description of the morbid 
anatomy and symptoms of gastric ulcer 
in 1793, in his “Morbid Anatomy of 
Some of the Most Important Parts of the 
Human Body.” He wrote, “Opportun¬ 
ities occasionally offer themselves of ob¬ 
serving ulcers of the stomach.” He is 
credited with the first accurate ana¬ 
tomical description of stomach ulcer, in 
1793, including the description of the 
shelving floor of the lesion, and he pub¬ 
lished accurate and clear plates. 


Credit should also be given to Cru- 
veillhier (1791-1874) for his early de¬ 
scription of “ ulcus simplex chronicum” 
in his “Anatomie Pathologique.” His 
treatment of the condition was, “Le 
repos c’est la diet.” 

However, gastric ulcer is frequently 
called “ulcer of Cruveilhier” in French 
literature, where it is also stated that 
Cruveilhier’s investigations (1829- 
1835) established the anatomical char¬ 
acteristics and complications and the 
principal clinical features of gastric 
ulcer. He is thought by French writers 
to be the first definitely to distinguish 
chronic ulcer from cancer and to suggest 
a method of treatment. I believe that 
Abercrombie already recognized all- this 
in addition to his description of duo¬ 
denal ulcer, which Cruveilhier had failed 
to mention as late as 1856. Cruveilhier 
described, however, a case of perfora¬ 
tion of a chronic ulcer of the duodenum 
and illustrated it with a drawing in his 
Anatomie Pathologique. 

John Abercrombie (1780-1844), of 
Edinburgh, gave an excellent descrip¬ 
tion of the symptoms of gastric ulcer 
in his Pathological and Practical Re¬ 
searches on Diseases of the Stomach, the 
Intestinal Canal , the Liver, and Other 
Viscera of the Abdomen (1828). He 
described the symptoms which occurred 
when an ulcer bled or perforated, and 
recommended special treatment. He rec¬ 
ognized that cancer of the stomach was a 
distinct disease. He reported a case 
October 1, 1835, entitled, “Duodenal 
Perforation in a Lady Aged 30 Years.” 

Benjamin Travers, in 1816, described 
a number of cases of perforated gastric 
and duodenal ulcer under his care. 

Perforated ulcers of the stomach were 
recorded by R. G. Gastellier (1815), C. 
G. Schmalz (1820-1822), L. F. Gaste 
(1822), J. B". Beck (1823), F. Prael 
(1825), G. Giaconi (1829), L. Rawlson 
(1830), Girard (1831), Ricord (1831), 
J. Sym (1835), Rokitansky (1840), 
Ward (1841), Phinney (1841), Graves 
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F ractures of the neck of the 

femur were, for rears, dreaded at 
our department. We had many un¬ 
favorable end results. In the last few 
years, however, our final results have 
been so much more satisfactory that, 
even though we may not have solved 
the problem, at least we believe that we 
are on the right path. 

This paper will be but a brief sum¬ 
mary of our experiences during the last 
few years. It is being presented as a 
preliminary resume of a more detailed 
report which will appear later. 

REASON' FOR INDIVIDUAL TREATMENT 

Our previous failures have guided us 
to our present conclusions. Many times, 
very similar cases produced entirely dis¬ 
similar end results. Sometimes what ap¬ 
peared to be an excellent result early, 
was found to be a failure when the pa¬ 
tient returned a few months later with 
a flattened femoral head and a painful 
hip. 

At last we understood. Our whole 
problem was one of the blood supply to 
the capital fragment. Whenever well 
immobilized, aligned and impacted frag¬ 
ments failed to unite, roentgenological 
signs of necrosis of the femoral head 
were found. 

We decided, therefore, to do an open 
operation in every case so that we might 
inspect directly the blood supply of the 
fragments. The useless necrotic heads 
were removed and studied; our findings 
from these studies will be published in a 
later, more complete report. 


VK.VF7.UELA 

The following facts presented them¬ 
selves to us: (1) /a some fractures, all 
the important vessels supplying the 
femoral head were destroyed; (2) in 
other cases, enough vessels to nourish 
the head were spared. 

hi group one the head develops an 
ischemic necrosis, therefore no union 
can be expected. In group two, however, 
the head survives and union is possible. 

This difference explains the need for 
individualization of treatment, depend¬ 
ing upon the condition of the capital 
fragment. If the head can survive, union 
and an anatomical result should he 
sought. If, however, the head is necrotic, 
then it cannot unite, and only a func¬ 
tional result should be expected. 

There are still other reasons for in¬ 
dividualizing the treatment. While some 
patients are strong enough to stand a 
serious operation, others are too frail to 
be exposed to such danger. Also the 
local conditions are different in fresh and 
old fractures, and this factor requires 
special consideration. Still other reasons, 
too numerous and too well known to all 
of you, may cause the surgeon to vary 
the treatment. To review all of them 
would carry us too far afield. We wish 
to report only-a broad outline of what 
we believe to be the most important facts. 

RECENT FRACTURES 

In youth, the ligamentum teres is a 
blood vessel carrier, but in aged people, 
it suffers sclerosis so that the amount of 
blood passing through it is negligible 
and quite incapable of Mfil'" r 
of the femoral head. In * 


<AA 



402 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


19: 379-386, 1804) the patient being a 
man, 55 years of age; and a report under 
the title, “Observation sur une perfora¬ 
tion du duodenum,” J. Univ. d. sc. med. 
de Paris, 51: 255, 1828. 

The fatal case reported by Ash (1843) 
was that of a patient 50 years old of 
strongly marked bilious temperament 
who was suddenly seized (June 15, 
1843) with epigastric pain of the most 
intense severity. The necropsy was per¬ 
formed by William E. Plaines, who 
found a perforation of a duodenal ulcer, 
circular, as though made by a shoemak¬ 
er’s punch, as large as a medium sized 
goose quill, about one and one-half 
inches below the pylorous. 

Bailey’s patient was a young woman, 
aged 28 years. The duodenum in its 
transverse portion was found to have a 
circular opening in it, surrounded by a 
black margin externally; internally, the 
perforation seemed larger, its side slop¬ 
ing off; there was evidence of previous 
inflammation around the ulceration. The 
sudden and fatal attack occurred imme¬ 
diately after the wedding, and the mar¬ 
riage was not consummated. 

During the latter part of the nine¬ 
teenth century several articles of impor¬ 
tance made their appearance in medical 
literature, which should be mentioned in 
this historical review. Particularly de¬ 
serving citation are the publications of 
J. Uffelmann [“Ueber die Methode der 
Untersuchung des Mageninhalts auf 
freie Saiiren; Versuche an einern Gas- 
trotomirten,”— Deutsches Arch. f. klin. 
Med., Leipzig 26: 431-454, 1880]; G. 
Sticker (“Hypersecretion und Plyper- 
aciditat des Magensaftes,” Miinchcn. 
Med. U 'ochcns. 33: 561-580, 1886]; W. 
A. Gluzinski and W. Jaworski (“On Dis¬ 
orders of Gastric Juice and Excess of 
Acidity,” Przcgl. lek., Krakow 25: 605; 
622, 1886] ; A. Gtinzburg (“Eine neue 
Methode zum Nachweis freier Salzsatire 
im Mageninhalt,” Centralbl. f. klin. 
Med., Leipzig 8: 737-740, 1887]; J. C. 
Blonk (“Zur Hypersecretion von Salz- 


satire, Berlin, klin. IVoclicns. 24: 789- 
791,. 1887]; J. Boas [“Ein neues Reagens 
fur den Nachweis freier Salzsatire in 
Mageninhalt,” Centralbl. f. klin. Med., 
Leipzig 9: 817-820, 1888]; G. Budd 
(“On the Organic Diseases and Func¬ 
tional Disorders of the Stomach,” Lon¬ 
don, 1855]; W. Brinton (“Ulcer of the 
Stomach,” London, 1857; and “Diseases 
of the Stomach,” London, 1858]; and 
Bucquoy (Arch. gen. de Med. 1: 398- 
434, 526-553, 691-716, 1887, Paris). 

C. A. M. Broussais discussed “Chron¬ 
ic Duodenitis” (Sur la Duodenite Chro- 
nique, Paris, 1823). The studies of Wil¬ 
helm Muller (1868, Jena) of postmor¬ 
tem examinations and the observations 
of T. B. Curling (1842), Swan (1823), 
Macfarlane (1833), Dupuytren (1832), 
Cooper (1839), Long (1840), Perry 
and Shaw (1893), Harkins (1938), 
Keelcy (1939), Penner (1939) and 
others on duodenal ulceration following 
burns are interesting. 

TWENTIETH CENTURY 

One cannot leave this historical review 
without, at least, giving mention to those 
who have contributed so much to this 
branch of medicine during the early part 
of the twentieth century. Time and space 
will permit the writer only to cite such 
names as B. G. A. Moynihan, of Leeds 
(“On Duodenal Ulcer; with Notes of 52 
Operations,” Lancet T: No. 4250, 340- 
346, (Feb. 11), 1905, and numerous 
other publications]; W. Bruce Clarke, 
Surgeon of The St. Bartholomew’s Hos¬ 
pital (“The Septic Origin of Gastric and 
Duodenal Ulcers,” Lancet I: No. 4250, 
3464347 (Feb. 11) 1905]; W. Hale 
White, of Guy’s Hospital (“Are Not 
Some Patients Said to be Afflicted with 
Gastric Ulcer Really Suffering from a 
Different Disease?” Lancet I: No. 4061, 
1819-1820 (June 29) 1901; and “Gas- 
trostaxis, or Oozing of Blood from the 
Mucous Membrane of the Stomach,” 
Lancet II: No. 4340. 1189-1195 (Nov. 
3) 1906] ;Moynihan’s paper on “Duo- 
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FRACTURE OP THE KECK OP THE FEMUR IX THE AGED 


necessary Decause nt the osteotomy It 
is for this reason, above all, that we do 
it only m strong patients. 

Diagnosis o/ the 1 'aricty of Fracture. 
In most cases, the position of the line 
of fracture is sufficient to determine 
whether one is dealing with a medial tj’pe 
in which the head is necrotic or a lateral 
type in which the head will survive. 

When the line passes a few millimeters 
lateral to the head, in the zone in which 
the last vessels enter the neck, it is more 
difficult to decide. 

Fortunately, the necrosis of the head 
can he detected on the roentgenogram 
after some days. In the case of a fresh 
fracture, the upper extremity of the 
femur, because of the lack of weight 
bearing, suffers a certain degree of de¬ 
calcification, visible in a good film. If 
the capital fragment is isolated from the 
rest, because its vascular connections are 
cut, it will not participate in the process 
of decalcification. That makes the head 
seem more dense than the lateral frag¬ 
ment. 

Also, if still in doubt, one can operate 
through an arthrotomy and directly ex¬ 
amine the vascularization of the frag¬ 
ments before deciding on the operation 
to be performed. 

If the patient is too frail, or if there is 
any other reason not to perform the 
arthrotomy, one can do the fixation as 
if it were a lateral fracture. In case of 
failure, it is still possible to remove the 
head. 

OLD FRACTURES 

In old fractures, the local conditions 
are different enough to require another 
line of conduct. An old fracture can 
need treatment because of (1) nonunion 
or (2) malunion. 

1. Nonunion. Tile first step is to see 
whether the head is dead, that is to say, 
whether it was a lateral or a medial frac¬ 
ture. Sometimes it is impossible to judge 
from the length of the fragments because 
of resorption, but at this time it is al¬ 
ways possible to judge according to the 
density. 


In lateral fractures , just as in fresh 
fractures, if the head is living, union 
can be expected. However, unlike the 
fresh fractures, the two fragments are 
healed and are separated from each 
other. To promote union, it is necessary 
to freshen the fragments. This requires 
an operation through an arthrotomy 
which can be performed under local 
anesthesia. Arthrotomy was not neces¬ 
sary for union of fresh’ fractures. 

In medial fractures the head is dead 
and must be removed. However, in old 
fractures the neck has suffered resorp¬ 
tion and is very much shortened. It can¬ 
not support the acetabulum. The upper 
extremity of the trochanter could be 
placed under the rim of the acetabulum, 
to bear the weight, but in the movements’ 
of adduction luxation would occur. We 
freshen the surfaces of both the tro¬ 
chanter and the acetabulum. A fibrous 
union, or even a bony union, develops 
between them. The patient will have a 
stiff hip, but good function will result. 
Every surgeon has seen such cases of 
stiff hip joint, caused by arthritis, with 
good function. 

2. Malunion. The condition is a “coxa 
vara traumatica.” As the medial vari¬ 
ety of fracture is not capable of union 
(good or bad) because of the dead head, 
only the lateral fracture is to he con¬ 
sidered. 

Tiie difficulty comes in this case, as in 
any other coxa vara, from the lack of 
distance between the insertions of the 
pelvitrochanteric muscles and their 
origins. By means of a subtrochanteric 
osteotomy, the proper distance between 
the insertions and their origins can be 
reestablished. 

RECAPITULATION 

The methods of treatment may be 
summarized as follows: 

1. Fresh Fractures: 

A. Lateral- head living; union possible 
internal fixation 
a. Weak Patient metallic nailing 

b. Strong Patient: autogenous pegging 
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mann, and others. Barling (1901), 
Hirschfeld (1902), and others did not 
share this view. 

Gastric fistula. While it is true that 
Corvisart and Leroux (1802), and Beau¬ 
mont were the first carefully to study 
digestion and movements of the stomach 
in situ (1825, 1826, 1833), many 

§. 9 'f f. Cl in • fappuratum ■ afaft raulta; mala , maxime naufea, 
vomitus,,dolor, fuccedunt > quae faepe mirabiiia ap¬ 
parent; ignorata cau/a, raro curantur; cognita per cu- 

rajn abfaflus traifari requirunt ( 40 a. ad 413 .). 

. Qua mm infhtnwitioais curam per benlgaim refohicionem temper babeant fa 
veto medici, tamen non temper ilia fucccdit, five ob morbi magmrudinemfive 
ob neglcftum « Okapis tnedclae in morbi initio: tunc fequirur fuppuratio, & haec 
tola optabilit di, cum rcliqui infiammationis exitus fine pejorcs. Cum autem illo 
tempore, dum inflammatio- in fuppurationetn tranfit, aiigeantur fymptoroata ( vi¬ 
de §. $ 87 . ), patet fatis, quantis cum roalis aegri confliGari Jebeant, dum fup¬ 
puratio in ventricuio fit. Tunc pofi diu toleraca haec mala oritur puris vomitus, 
lacpq & ruptis .vel erofis vafis multo fanguine intermifio , cum levamine fympto- 
ma:um ; quandeque 4c exclo per ulcus narum ventrictilo lethalis haemorrbagia fr- 
quiiur. Tabs calus habetur in Acits Fanjm'n ( y). Homo continuo dolore ven- 
triculi laboraverat per trei feptimanas; cardulgia 6 c naufea frequentes foerant, 
ultimifque vitae diebus multum fanguinis furfum 4c deorfum. evacuaver.lt. Poll 
morr.-m invenit Ctleberumut Little in ventricuio ulcus rotunduin , quinque lineas 
aequans diainetro, 6 c mrdiam lineam profundum, :d didantiam pollicis cum dum- 
dio a pyloro : multum fanguinis in cavo vcntriculi 4c intelbnorum, reperiebatur . 

Quandoque 4c tale ulcus, dum perironaeo accrevit ventriculus, extrorfum aperi- 
tur,3c rclinquit fitlularo, per quam toto vitae tempore pars ingellorum exit. 

Vidi fexagenariam mulicrem, quae jam per duodccim anno? tale fiiiulol'um ulcus 
gerebat, abfque multo incommodo; & vidi ccntvntorum ventriculi partem exire 
er hanc aperfuram. Loose roirabilior cafus legitur in D'uriis Eru.iitorum ( '), 
e puella, cui ex abfcedu hypoebondrii finiilri una cum Iragmentis collarum ca- 
riofis cxibant contcnta vcntriculi, 4c quidem tanta copia 4c tarn ciro , ut cogere- 
tur ii.igulis fere Horae quadrantibus cibum furoere , prac ingenri fame & debilita- 
re ; 4c nili ulceris parens admodum orilicium fafcia apprcifa clauderetur, omnii 
ingella exibint liatim . Senlrm tamen angullior faifa fuit ulceris apertura, 4c fu- 
pcrvixir diu, vinous adeo auefis , ut rult.cis laburibus confuctis exerccndis par 
fuerit, 4c per viginci tres 3 nno$ illud malum toierare potuerit. 

Si ex (ignis praegreffis •inflamroitionis ventriculi fans valjdae, nee pellimae ru¬ 
men, fufpicio nafeatur, in ventricuio apodema fieri, dvcodla (mjlliilirna ex al¬ 
thaea., malva , confoiida ma/ore, fcmmibus bm 4 cc. parcu copia limui, faepe re- 
petitis vicibus danda, ut emoiliatur vomica 4c ad rupturam citam duponatur: ubi 
pus furfum vel deorfum prudiens, 4c ievamen malorum, docent, abfcelfum ruptum 
elTe, tunc lenilfimis detergentibus , 6 c poliea confolidantibus opus ent, uti antca 
in cura abfeeflus , numeric in textu citutis, diifum fuir. Verum dum confolid.in- 
dum ell tale ulcus, caven debet, ne a copiolis ingeliis ventriculus dillendarar, 
dillraherentur emm denuo ilia, quae coire inceperanr. Satis autem patet, diflici- 
lem fore curationcm, cum omnia ingella ulcus aiiuere debeanc, 4 c mom peri- 
fialtico ventriculus continuo agitctur 1 folum /us carnium , cum oryzi, berdeo, 
pane 6 cc. coflum, tunc conduccret - forte 4c per clyileres nutrientcs polfent fatis 
fullineri vires per plures dies, cum ulcus jam purum ell , ut, quiefccote lie vent 
triculo, eoofolidatio citius ficret. 


others. H. Adler (1907) deals with gas¬ 
tric ulcers in childhood, and J. Cathala 
(1938) reports on chronic duodenal 
ulcer in an infant. 

The development of cancer on ulcer 
was recognized as occurring not infre¬ 
quently by A. F. Holtzhausen (1832), 
Peacock (1848), Platow (1877), Dieti- 


‘■Ventriculi Inflammatio" in Commcntaria in Hcnmmni Bocrhaavc Aphoris- 
mos, X'eapoli, 1766, Tomus V: Section 955: pp. 132-133, by Baron Gerard 
van Sxveiten (1700-1772). 


lafoy (1S97), Scott and Mider (April, 
1938), Hauser (1883), Koch (1893), 
Letulle (1897), Fenwick (1902), Roki¬ 
tansky and Dittrich, Lebert, Zenker, 
Rosenheim, Eichhorst. Ewald, Fritz 
Strotneyer (Freiburg, 1912), Euster- 


writers have previously reported inter¬ 
esting cases of gastric fistula: M. C. 
Cornax (born circa 1520), Johannes 
Schenckius a Grafenberg (1530-1598) 
related two cases (1609), Petri Borell 
(1656); Christianus Mentzelius (1686), 



ARTHROPLASTY OF THE TIBIOTARSAL 
ARTICULATION 

AUTHOR'S METHOD 

DR. ABELARDO IBANEZ BENAVENTE 

LA PAZ. BOLIVIA 


T IBIOTARSAL ankylosis is a 
joint affection which is particular¬ 
ly distressing to the patient and 
especially so when such fixation has left 
the foot in an extended or equine posi¬ 
tion. This position, when exaggerated, 
is called “dancer's foot” because of its 
similarity to that assumed by a toe 
dancer. The awkwardness and disability' 
resulting from such an ankylosis is ex¬ 
treme, for in order to rest the sole of the 
foot partially or completely on the 
ground the patient has to maintain the 
affected limb permanently in flexion, the 
thigh on the trunk and the leg on the 
thigh. 

CAUSE OF DEFORMITY 

Unfortunately this type of ankylosis, 
when following an arthritic affection of 
the tibiotarsal joint, is often due to fail¬ 
ure on the part of the surgeon to immo¬ 
bilize the joint at right angles, the opti¬ 
mum position should ankylosis result. 
For this reason right angle immobiliza¬ 
tion should be carried out in the presence 
of any arthritic process of this joint, re¬ 
gardless of the etiology of the affection. 
In many patients wounded in the Chaco 
War unfortunate results followed im¬ 
proper immobilization. 

The patient bears deformity by anky¬ 
losis with the foot at right angles more 
easily than with the foot in another posi¬ 
tion because of compensatory move¬ 
ments in the other joints of the foot, 
such as the intertarsal, metatarsal and 
■' ' ’In any ease it is 
and produces a 


METHODS OF CORRECTION 

Many surgical procedures have been 
devised to lessen the deformity' and over¬ 
come the disability resulting from this 
type of ankylosis. Ollier practiced both 
astragalectomy' and reparatory resec¬ 
tion. Hexer performed an arthroplasty- 
requiring the section of the anterior 
tibial ligament and the extensor prop- 
rius. Reich, Hoffman and Schepeliami 
inverted the form of the articular sur¬ 
faces. 

AUTHOR'S METHOD 

Tli'e operation which will be described 
now is an arthroplasty which was de¬ 
vised by the writer and was used in all 
cases of ankylosis of the tibiotarsal joint 
treated during the Chaco War in the 
Banco Central Hospital for Plastic Sur¬ 
gery. The operation is somewhat diffi¬ 
cult to perform because of the relative 
inaccessability of the tibiotarsal articu¬ 
lation, but this has been made somewhat 
easier by selecting the lateral approach 
after temporary resection of the malleo¬ 
lus of the fibula. The functional results 
have been very satisfactory. 

Incision. The foot to be operated upon is 
placed with its medial surface resting on a 
sandbag. A semicircular incision (Fig. 1) 10 
cnt. long is made through the skin and subcu¬ 
taneous tissue with the external malleolus as 
the center. The tendons of the peroneus longus 
and brevis are separated from their sheaths 
and retracted (Fig. 2). At a point about 3 cm. 
from the apex of the malleolus of the fibula 
a Gigli saw is introduced between the tibia and 
fibula and die fibula then is saun through, up¬ 
wards and outwards, forming an oblique sur¬ 
face which will insure perfect bone coapta¬ 
tion when reunited after the operation. T lie 


413 



406 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Effect of Neutral Fat, Fatty Acid, and than that of the fatter and scaly varie- 
Soaps; the Phase of Gastric Secretion ties. Heavy foods produce phlegm and 
Influenced and the Relative Importance black bile, and either of these is evil.” 
of the Psychic and Chemical Phases,” Inflammationc ventriculus (gastritis) 
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Above, Petrus Alcmarianus Forestus (1522-1597). 
Right, “De Ventriculi ulcere,” Lib. XVIII, Obs. 
XXXIII, pp. 170-175, in Obscrvait. cl Citraiionum 
Mcdicinaliuin, Lugduni Batav., Plantiniana, 1594. 

Petrus Forestus, Ed. 

Ann. hit. Med. 13: No. 2, 294-307 
(Aug.) 1939]. In connection with the 
latter paper, mention should be made of 
the publications by D. M. Cowie [Physi¬ 
cian and Surgeon. Detroit and Ann Ar¬ 
bor, 25: 241-252, 1903), Cowie and J. F. 
Munson, Arch. Int. Med. I: No. 1, 61- 
101. (Jan.) 1908]: Rhazes (850-923): 
and the Isagogc of Joannitius (809-873)• 
an ancient text-book of medicine. Rhazes, 
the “Galen of the Arabs,” provided an 
excellent maxim: “When you can heal 
by diet, prescribe no other remedy.” In 
the Isagogc. in the discussion on foods, it 
is stated: "and of these the flesh of the 
middle sized animal ( pork, beef, chick¬ 
en, etc. ) and more active kinds is better 


Observatio xxxiii. 

De ventriculi vlcerc. 

P v e l l A quindccim annoru > per biennium 
fere cum de doloreventriculi conquercrc- 
rur,anno tertiotumorem mamfeftc vidcrunc pa- 
rentes in eo loco : neque tunc quicquam conhlij 
autremedij tcntatum.Hinc rupttoncm animad- 
ucrtcrunt: excrcuitq. puclla materiani biliofam, 
pituitofam ac faniofam per alutitn . cx his apo- 
ftema apparuit. H.xc cum Bononi.x in Italia do 
cnmberct,tunc prius vocatus eft tlideus, medi- 
cus Hofpitalis Bononicnlis Vita’ dictyprxccpcor 
meus. Is indicationc (umpta abxtatc , virente, 
temperamenro, loco male nfTcAc ( quoniam lo¬ 
cus vchcmcntcr Icnfibilis exiftit) continuique 
Iblurione-jiudicauitnccellariu cxiccantibus ab- 
ftergentibusque vtendum cfl'c, nc magna opus 
forediligentia, turn quia locus eft principaiibus 
membris fubminiftrans; turn quia toticorpori 
nutrimentum prxparans. Quarc loco potus&: 
digcftionis.prxfcripflt aqua mcllis vfum.Cibum 
verb facillima- coAionis, exigus quantitatis, ex 
hordei crcmorc.nonnumqium ex panata.ex igtio 
cinamomo adicAo: 6c aliquando vinum in pan¬ 
es quantitate ad milk. Pullus huic crat creber, 
debilis, partiam habens in.rqualitarcm, vtHt in 
alfechbus vctriculi: vrinar albx.crallr, no coAa-. 
Stomachum inunxitoleo inaftichino ;cum Jana 
fuccida applicando. Tertia dieviditeam lien-, 
reria Iaborare:6c quemadmodu Gal.C.par.aph. i. 
caufam cius fore diccbaqvcl imbeciiliratcm vir- 
tutis rctentiuXjVel vlcerationem ventriculi 6c in- 
teftinorum; fed prxeeptori certo perfuafum fuir, 
hanc prouenire ab cxulccratione ftomachi , ob 
loci doiorem, ruptionem & fanioftm materiam; 
non ab ipfius virtutis debilitate. Ideo adhibuit 
fomencum exiccatiuum 6c conftriAiuum; nem- 
pc ex ab(inthio,mcntha,Hor. rof malicorio, gal- 
iis, ba!auftus,myrtiilis, maftiche, olibano. exlii- 
bendo prxtcrca miunm cotoneorum , cum qui- 
bufdam adllringentibus. Hinc tandem excre¬ 
ments meliuscoAa vifa lum 5 6c fanataeft. 

was discussed by Forestus ( 1595), Fr. 
Hoffmann (1706), Van Swieten, Colin 
(1771), Haymann (1779), Bode 
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malleolus is> directed downward, care being 
taken not to separate it from the external 
lateral ligament, wInch by its insertion at its 
tip serves as a hmgt to aid its downward ro¬ 
tation. The cut malleolus should be covered 
with a wet sponge while the operator proceeds 
to expose the entire externa! lateral surface of 
the ttbio-astragalar ;.vnosteosis The periosteum 
covering this M nosteosis, after having been 
cut in tlie direction of an imaginary line be¬ 
tween the two bones, is separated for a mod¬ 
erate distance. All the tissues and tendons on 
the anterior surface of the articulation are 
separated subpenosteally with the aid of wide 
retractors until a compete exposure of the 
anterior surface of the t»h»o-astragalar articu¬ 
lation is obtained 

Separation of Pones \ Putti chisel of the 
proper cun ature is used to separate the bones 
(Fig. 3 ) Beginning at the anterior surface of 
the articulation this separation should follow' 
as closely as possible the normal form of the 
astragalus ami the articular surface of the tibia. 
While using the chisel to open the synosteosis, 
slight downward traction should be applied to 
the foot with countertraction on the leg. After 
the bones are separated completely (Fig. 4) 
their bony surfaces arc exposed, the inferior 
surface being convex, tire superior one concave, 
with the axes of both directed anteroposteri- 
orly. These articular surfaces now should be 
made very smooth and even. This is best done 
with special files. When the operator is work¬ 
ing on the tibial surface the lower end of the 
tibia should be pushed downward ami forward 
by means of a lever placed behind it. The pro¬ 
cedure is completed when the convex surface 
of the tibia fits evenly against the concave sur¬ 
face of the astragalus, imitating a normal 
articulation and allowing free gliding between 
both surfaces. The surfaces are then dried 
and the field cleaned of any loose shreds of 
connective tissue (Fig. 5). 

Interposition of Flap. For the interposing 
flap a piece of fascia lata of the required size 
is removed from the patient. Because of the 
depth to which this flap must be inserted, this 
procedure requires a somewhat special technic 
The piece of fascia lata is first folded on itself 
and then the folded side is inserted between the 
articular surfaces by means of two Kocher 
-forceps which hold them in place until they 
have become fixed in position by sutures (Figs. 
6 and 7), These sutures are of heavy chromic 
catgut introduced by long straight needles. The 
first one is passed between the layers of the flap, 
through its folded edge and through the soft 
tissues of the median side of the instep, where 
it emerges The other end of this suture is 


passed in a similar manner so that when the 
two ends are tied together they form a mat¬ 
tress suture which anchors the folded part of 
the flap securely in place. Two more sutures 
suffice to anchor the folded end of the flap. 
In those cases in which the articular surfaces 
are especially deep the sutures may be intro¬ 
duced from without inward rather than from 
within outward. 

When the folded edge of the flap has been 
anchored, the two free layers are ready to be 
sutured at their circumference to the joints 
which they overlie. Interrupted sutures of 
catgut fasten them to the fibrous tissue which 
was purposely dissected free in the early stage 
of the operation. In suturing the flap over the 
tibular end, a small portion should be left at 
the point of attachment for the fibula; this 
portion, after suture of the cut ends of the 
flap, is fixed to the tibia by means of Parham- 
Putti tape (See Figs. 8-11.) The joint then 
is reconstructed. 

Before closing the fibrous tissue and skin a 
horse hair drain is inserted into the wound to 
drain any secretions through the lateral side 
of the foot. The foot is then bandaged so that 
it is maintained in a right angle position. (See 
Figs. 12-15.) 


POSTOPERATIVE CARE 

Dressings are changed on the first 
postoperative day, the drain is removed 
on the second or third, and passive mo¬ 
tion of the foot is begun on the seventh. 
On the fifteenth massage is commenced 
and physiotherapy is instituted, while on 
the twentieth postoperative day gradual 
weight bearing is allowed. Within the 
next few days the patient is able to walk 
with aid of crutches or canes. 


SUMMARY 

The author describes, step by step, his 
method for arthroplasty which he uses 
in cases of ankylosis of the tibiotarsal 
joint. Pie has simplified this operation 
by selecting the lateral approach after 
temporary resection of the malleolus of 
the fibula. Functional results have been 
very satisfactory. 
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ZUSAMMENFASSUNG 

Die Anzvendiing von Magnesium tri- 
silicat Kolloidalem Kaolin and Alumi¬ 
nium hydroxyd in saiire bindender Ma- 
genbehandlung. Die Geschichte and 
Arten dcr Behandlung des Magen- und 
Zzvdlffingerdarmgeschzviirs 

Die Methode des Autors der Behand¬ 
lung' des Magen- und Zwolffingerdarm- 
geschwiii's vermittelst unsystematischer 
saiirebindender Therapie (Magnesium 
trisilicat, Kolloidalem Kaolin und Alu¬ 
minium h} r drox} r d) mit Ergebnissen in 
mehreren hundert Fallen, wird beschrie- 
ben. Eine erschopfende bibliographische 
Studie des Magen- und Zwolffinger- 
darmgeschwurs mit Berichten uber 
Falle von Galen bis zu Autoren der letz- 
ten Jahre ist ausgefuhrt. 


SUMARIO 

El uso de Trisilicato de Magnesio, 
Kaolin Coloidal, y Hidroxido de Ahuni- 
nio en la Terapeutica Gastrica Antidcida. 


La Historia y Forma de Tratamiento dc 
Ulcera del Estomago y Duodeno 

El metodo del autor de tratamiento de 
ulcera gastrica y duodenal por terapeu¬ 
tica antiacida non-sistemica (trisilicato 
de magnesio, kaolin coloidal, y hidroxido 
de aluminio), con resultados en algunos 
cientos de casos, son descritos. Un estu- 
dio bibliog'rafico de la historia de la 
ulcera del estomago y duodeno, con 
casos reportados, desde Galeno hasta 
los escritores del ano en cuerso, es .pre¬ 
sen tado. 

RIASSUNTO 

L’uso del trisilicato di magnesio, kao- 
lino colloidale, e dell'idrato d’alluminio 
nella terapia gastrica antiacida. Storia 
e metodi di trattamcnto dell’ulcera gas¬ 
trica e duodcnale 

Viene riportato un metodo di tratta- 
mento dell’ulcera gastrica e duodenale 
coi sopraaccennati medicainenti, e il ri- 
sultato in diversi centinaria di cash Una 
completa bibliografia con prescntazione 
di casi viene riportata. 


Correction 

In the list of classes of members admitted to 
the International College of Surgeons at the last 
Convocation in New York City, appearing in the 
July issue of the Journal, the name of Dr. John 
\V. Enihardt, of Indianapolis, Ind., was inad¬ 
vertently classified as a Member. It should have 
appeared in the Fellowship list. 

-o- 

Members of the Minnesota State Medical 
Association, under the leadership of the Asso¬ 
ciation’s council, paid tribute to the late Drs. 
William J. and Charles H. Mayo with a me¬ 
morial pilgrimage on October 27 to Rochester. 
Dr. George A. Earl, St. Paul, president of the 
Association, presided at the ceremonies in Plum¬ 
mer Hall in the Mayo Clinic. Dr. Edward L. 
Touhy, Duluth, gave the address entitled, “An 
Expression from the Medical Profession of Min¬ 
nesota.” A procession to the cemetery followed 


Dr. Thomas A. Shallow, F.I.C.S., has been 
elected to the Samuel D. Gross chair of surgery 
at Jefferson Medical College. Before this ap¬ 
pointment, Dr. Shallow was professor of surgery 
at Jefferson. The position has been vacant since 
the death in 1933 of Dr. John Chalmers Da- 
Costa, who had held the chair from 1910. The 
Gross professorship was established in 1910 by 
Mrs. Maria Gross Horwitz, Baltimore, in honor 
of her father, professor of surgery at Jefferson 
from 1S56 to 1882. Dr. Shallow was graduated 
front Jefferson in 1911. 

-o- 

Professor Joshua Harold Burn, professor 
of pharmacology at the University of Oxford, has 
been nominated to be for five years a member 
of the General Council of Medical Education and 
Registration in the United Kingdom in succession 
to Sir George Newman. 



INTERRELATIONSHIP OF SURGICAL CONDITIONS OF 
THE PELVIC AND ABDOMINAL VISCERA 

ILLUSTRATIVE CASES* 

WILLIAM SEAMAN IIAIN'BRIDGE, A.M., Sc.D., M.D., C.M., F.I.C.S. 

NEW YORK 

T HE subject of specialization is one But it is not an unmixed blessing for, as 
that is reverted to again and again in ever}' other field of endeavor, ultra 
by writers in the field of medicine specialization in surgery may actually 
and surgery. The old horse-and-buggy limit the horizon of the surgeon often 
doctors who handled all mental and to the detriment of the patient. 



Fig I. Case I* C.I.A. A, fibroid uterus. B, kinked ileum, with adhesions. C, appen¬ 
dix:. A distended loop of ileum proximal to site of partial obstruction 


physical ills which they were called upon 
to treat were really the advanced 
thinkers and pioneers in their art. It 
is the specialists who are reactionary in 
a sense, for they may follow the laws of 
ancient Egypt whereby each physician 
treated but one part of the human body, 
without consideration of the human 
mechanism as a whole. 

One cannot gainsay the fact that spe¬ 
cialization has its great advantages, for 
it has resulted in epoch making progress. 

*Ke3d at Annual Meeting of the Amcr. Ass of Oltst. 


There are so many conditions of the 
pelvic cavity that are correlated with 
pathology in the upper abdomen, and 
vice versa, that any surgeon entering 
either cavity should be able to cope ade¬ 
quately as far as possible with condi¬ 
tions that are present in the entire area. 
It is often a matter of judgment, when 
there is much pathology present, to de¬ 
termine which is of primary importance 
and which secondary. This is not always 
a simple matter, as >>• wny.s N has found 
in. and AW. Sucg., r '■ 1 'ng* 
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important blood vessels of the proximal 
portion of the femur come from the shaft 
and from the synovial and capsular 
branches of both circumflex arteries. All 
these arteries run from a lateral source 
toward the medial portion of the epiphy¬ 
sis of the head. Therefore, any fracture 
through the neck cuts these arteries at 
the site of the fracture as they run in¬ 
side the bone. As a result, the head re¬ 
ceives blood only from those arteries that 
enter the neck proximal to the line of 
fracture. 

The most proximal of the vessels capa¬ 
ble of nourishing the head enter the 
neck a few millimeters distal to the 
cervicocephalic line. Consequently, any 
fracture of the neck passing between 
these vessels and the head (proximal to 
the entry of the vessels) leaves the head 
without nourishment and causes its 
necrosis. 

Fractures whose lines pass lateral to 
the entrance of the vessels mentioned 
are: (1) lateral or distal fractures, con¬ 
sisting of the varieties classically known 
as "trochanteric” and “cervico-trochan- 
teric” and some of those known as 
“meso-cervical”; (2) medial or proxi¬ 
mal fractures, those fractures whose 
lines pass medial to the entrance of the 
vessels mentioned, consisting of some of 
the ‘‘meso-cervical" and ‘‘cervico¬ 
cephalic'’ varieties of the classics. 

1. Lateral Fractures (Distal). In this 
variety, the nourishment is sufficient; 
therefore, the head survives and union 
is possible. Thus an anatomical result 
can be expected in this variety if proper 
apposition of the fragments is obtained 
and maintained. 

Perhaps a long period of immobiliza¬ 
tion in a cast would suffice, but in the 
aged we dread such immobilization more 
than an operation. We treat these cases 
by operative fixation done under local 
anesthesia. We do not believe it neces¬ 
sary to operate through an arthrotomy. 

We do a "blind" fixation operation, 
using constantly radiological guidance. 
The technique varies according to the 


general condition of the patient. If the 
patient is strong, we prefer to do the 
fixation with an autogenous graft, using 
a special set of instruments, designed 
by us, which eases the task remarkably. 
These we will describe in our complete 
report. In weak patients we use a metal¬ 
lic nail and thus spare the patient the 
shock caused by removing an autogenous 
graft. We like the Sven Johansen nail, 
which is so well known as to need no 
description. 

2. Medial Fractures (Proximal). In 
this variety, the nourishment is insuffi¬ 
cient; therefore, necrosis of the head 
occurs, and no union can be expected, 
regardless of the type of treatment em¬ 
ployed. Pseudarthrosis follows, and a 
painful hip, with great incapacity, re¬ 
sults. Therefore, in these cases, we take 
out the dead head to make a place for 
the lateral fragment of the neck, which 
is fairly long in these cases and can be 
placed into the acetabalum to support 
it. Experience has taught us that enough 
adhesions and scar tissue contractions 
are formed to keep the neck in place so 
that the new joint is sufficiently stable. 
Of course, the patient limps, and has the 
so-called “gluteal gait,” caused by the 
diminishing of the distance between the 
insertions of the pelvitrochanteric 
muscles. Nevertheless, he is able to walk, 
sit down, kneel, etc. In brief, he has 
enough hip function to carry on the re¬ 
duced activities of an old man. 

In Zi>eak patients we do nothing more 
than excise the head under local anes¬ 
thesia. In strong patients we correct 
the incapacity by a subtrochanteric 
osteotomy, performed at the same time 
as the extraction of the head, through 
the same incision, and all under local 
anesthesia. The distal (lower) frag¬ 
ment of the femur is placed in abduction. 
This reestablishes the proper length of 
the muscles inserted upon the greater 
trochanter and places the neck stump in 
a very good position for weight bearing, 
namely, so that the forces pass through 
its axis. Immobilization, of course, is 



Su {^ procedure. 

f T stcrcctomy '®« s-. 

4 f,,l, e '-en„ nc( , 

Adhesion, rc( ; „ 

Resu/t" 1 )?" ^ “ Poss, ' l, R‘ Va " ''"' rfaces (Ur, iCf/ 
... 

U\sr TT 




ijSSsSy*- 

4 - Cystic o\anes ' f " er "s- 
s "[e-f P r 0mlurQ 

o pPPendecfomv 

-■ &3"f'r mw ° f ,esser c " rv; " 1 '^ 

3 topclvB fr °"' pro *»'al 

-*■ ^ 0#a ^! 

. Mgu'atbl 0 SiBmoid c °Cca,«; adp fj°»f 


2 ... . ' ^Cf/f.4 

4 &^S;r si ' , ^'*£: n de - 

i 

"MiniW ,t„’ ,. ov -' lr J' and (ub. ii fibro 'ds. 
doii'ii £. 'T' 0 " diseases/ absc, *t; re- 

SS 1 ' Procedure M '°" S 

«evc5?’'°" S am ' Points ,,f , . 

~ U<e,„ s a , . 4u,a,l °n re- 

«* direo 

ktww condiiT ^o;/ ev ^" ,a '’'”5 c to„n. ,£ 
oin/oincu* «*■ «lue‘ to , , lis case 

against sm J„, M'ts, operate' 1 °i°®‘ in 
""<« cffectf”/ '."f'c'diono, 0 ,?, ? edd ed 

noted. f o^tenjinai 0 .°" ,l e breasts 

Result; p at - - Opera ‘ion n-erc 

. 


., . 

^•asscsa-s-- SSSfS&sa 

■feu.. f 

9 £‘Odoini*n a j lf »L . 

" "c dstoSST", "*««i 

can. 

At end of ... .'“Pension of 

rs r«>rs„^. . 


e . filiation, 
ncgical procedure • 

1 : ^aSSSfokfcd. 

' Lcf t ovary freed fr' S re , I,eve d. 
c ysts removed r roni ^ecf of ar ii,* • 

SI. hcoad '""nnngp.rS'fe; 


~S‘ C ovary f rce(i f ‘‘ a re t J, eved. 
c ysts renio\ ed r rom ^ecf of ar fj,_ - 
to broad I, '• re, najiii ni , n nH - es,0l,b ; 
Note , r P’ncnt P ° r "°» belied 

Condition of mt, 

Predude n^SS? 1 w * sueh as fo 

\r_. _ * 1,8 tune “ ■ P e b ic repair 

A Prd 14 toi, , 


R =fiS^£E! 

C -'SE IV pf c 

? p erat,ou: fune id •' married. 

" Sr {°nnd. ' 

centuated' ° f PC, ' lr cn, °n marbedl,. ac . 


v jo/insoii-w;,,.'* ‘ rn "' 

iect'/ie'!,;?"' ° f 'e'en yZTr^,''^- 

£«* Vf i,... „ ^Ported m p Pr . 


P ‘ 1 '■port i 

°Pera,te„ A v' - ,® ; 'cin.de. 

9U ^ 

, Wadder"" art,leri 'm to per , 

. 



412 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


B. Medial: head dead; union impossible: 
excision of head 

a. Weak patient: excision only 

b. Strong patient: excision plus osteotomy 

2. Old Fractures: 

A. Nonunion: 

a. Lateral fracture: internal fixation by ar- 

throtomy 

b. Medial fracture: excision of the head and 

ankylosis 

B. Malunion: 

Lateral fractures only: coxa vara trauma¬ 
tica : subtrocantheric osteotomy. 

Of course, this is only a brief account 
of the matter in which only the more 
general facts are reported. It will be 
followed by a detailed report, with all 
the documents (including roentgeno¬ 
grams, illustrations of anatomical pieces 
and 3,200 feet of 16 mm. film). 

This paper should be considered only 
as a summary. There are many more 
possibilities to be taken into account. 
For instance, it is perhaps possible for a 
fresh medial fracture, deeply impacted, 
to unite satisfactorily. Tt may be possible 
for the vessels of the lateral fragment to 
grow into the medial fragment, as if it 
were a era ft. Of course, this cannot be 
the general case, and it is much safer to 
count upon the necrosis of the head. 

The value of the methods herein re¬ 
ported are shown by the fact that since 
we have adopted them our results have 
changed completely. 

SUMMARY 

Methods of treatment of fracture of 
the femur in the aged, depending upon 
whether the head of the femur is living 
and the blood supply therefore adequate 
or whether the head is dead and the 
blood vessels destroyed, are described. 
Results have changed completely since 
the institution of these methods. 

R£SUM£ 

Individualization dit traitement des 

fractures du col du femur survenant 
chec les vieillards 

Les methodes de traitement des frac¬ 
tures du col du femur sont discutees et 


etudiees. L’etat de la tete du femur et 
de sa vascularisation adequate ou non 
nous guidera dans le choix cle la methode 
a employer. Les resultats obtenus par 
l’auteur out ete fortement ameliores 
depths l’adoption de cette ligne de con- 
duite. 

ZUSAMMENFASSUNG 

Indwidualisicnuig der Oberschenkel- 
halsfrakturbehandhmg bei alten 
Patienten 

Der Verfasser beschreibt die Metho- 
clen der Oberschenkelhalsfrakturbe- 
handlung bei alten Patienten die ent- 
weder darauf beruhen dass der Ober- 
schenkelkopf lebt und seine Blutversor- 
gung geniigend ist, oder ob der Ivopf tot 
ist und die Blutgefasse zerstort sind. Die 
Ergebnisse haben sich vollkommen ge- 
andert seit der Anwendung dieser Me- 
thoden. 

SUMARIO 

Iudividualizacion del Tratamiento de 
Fractliras del Cuello del Femur eu 
Personas dc Edad 

El metodo de tratamiento de fracturas 
del cuello del femur en el viejo, depen- 
diendo en la vida de la cabeza del femur 
debido a irigacion adecuada 6 la muerte 
de la misma por destruccion de los vasos, 
es descrita. Los resultados ban cant- 
biado completamente desde la institu- 
cion de este metodo. 

RIASSUNTO 

Individualizzazzione del trattamento 
della frattura del collo del femore, 
nei vecchi 

Vengano discussi e studiati i metodi 
di trattamento della frattura del collo 
del femore nei vecchi. Lo stato della 
testa del femore e la sua vascolarizzaz- 
zione adeguata o no, guideranno alia 
scelta del metodo da usare. Con l’ado- 
zione di simile procedura, i risultati 
della cura sono assai piu saddisfacenti. 
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Case VIII. W.S.A 44; female; married 
Operation: January 22, 1915. 

Conditions found. 

1. Postoperatn e hernial sac, size of orange, 
containing adherent omentum, divided in¬ 
to number of compartments by adhesions. 

2. Right side of great omentum adherent to 
apex of bladder, middle portion adherent 
to scar of previous abdominal operation, 
and left side amalgamated with ab¬ 
dominal wall and hernial sac. 


to horn of uterus and kinked on itself. 

8. Adhesions around gallbladder. 

Surgical procedure: 

1. Herniotomy. 

2. All adhesions relieved. 

3. Organs placed in proper position. 
Result: Excellent recovery. 

Case IX. W.W.C.: 3S; female ; married. 
Operation: January 13, 1915. 

Conditions found: 

1. Great omentum attached to abdominal 



Fig. 4, left. Case IX: WAV C A, partially obstructed ileum. B, adhesion of ileum to right 
ovary and tube C, uterine fibroids. D, terminal ileum adherent to cecum. 

Fig. 5, right. Case IX WAV.C A, omentum attached to and twisting colon. B, adhesions, 
small bowel. C, stomach pulled down and fixed to abdominal wall. 


3. Cecum elongated, mobile, prolapsed into 
pelvis. 

4. Appendix, left ovary, and tube absent 

5. Peritoneal band of adhesions from last 
kink of pelvic colon and left broad liga¬ 
ment grasped loop of rotated small bowel, 
forming fixed chronic volvulus. 

6 Band of adhesions from fundus uteri 
attached itself to same loop of small in¬ 
testine at a distance of 7 inches from 
other band, bolding intestine firmly in ro¬ 
tated position. 

7. Right ovary atrophic; right tube adherent 


wall below umbilicus and to ascending 
colon from cecum to hepatic flexure 
Omentum also attached to coils of small 
intestine which were, in turn, attached to 
each other. 

2. Appendix absent. 

3. Extensive adhesions between last three 
inches of ileum, the cecum and c>st of 
right ovary, Fallopian tube and wall of 
pelvis. 

4. Uterus enlarged; contained a number of 
fibroids. 

5. Large serous cyst, pro 1 . ^ 
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•Fig. 1, Incision for tibrotarsal joint arthroplasty. Fig. 2, Retracted flap. Fig. 3, Separation 
of bones with Putti chisel. Fig. 4, Synosteosis following separation. Fig. 5, Spnosteosis after 
chiselling. Figs. 6-7, Introduction of fascia flap. Figs. 8-10, Fixing fascia flap. Fig. 11, Fascia 
flap in place. Fig. 12. Approximation of wound edges. Fig. 13, Gauze compress holding. fascia 
flap in place. Fig. 14, Result: Foot at right angles; horsehair drain in place. Fig. 15, Finished 
arthroplasty, lateral view. 
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Surgical procedure: 

1. Stump of appendix removed. 

2. Adhesions relieved. 

3. Ovarian cvsK punctured 

4. Fibroid of uterus removed 

Result. Excellent Patient regained perfect 
health. 

Case XU, M.T.S • 24 . female; married 
Operation ‘ January 29. 1915 
Conditions found 

1. Lane's hand of terminal ileum forming a 
V, lower end of which was m true pelvis 


2 Great omentum bound transverse colon 
tightly to abdominal wall and to scar of 
previous celiotomy, to right broad liga¬ 
ment, and to right ovarian cyst. 

3, Tube on right side kinked and inflamed. 

4 Adhesions from pelvic colon to posterior 
wall of broad ligament and to left tube, 
kinking it. 

3 Last loop of pelvic colon attached to 
Fallopian tube. 

6 Marked ileopeivic hand from free margin 
of terminal ileum to pedicle of ovarian 
cyst; band so tight it had rotated terminal 



Fig 7. Case XIII MO ./, ileopeivic band. B, diseased appendix 
C, divemeuiated cecum D, uterus. 


2. Large, redundant, dilated cecum 
3 Left ovary enlarged, cystic 

4. Strong band of adhesions from pelvic 
colon to left ovary, rotating colon down¬ 
ward. 

Surgical procedure: 

1, Adhesions relieved 
2 Cecum plicated 

3. Left ovary removed. 

Result: Excellent. 

Case XIIf. M L.O. 37. female; widow 
Operation: February 23. 1917 

Conditions found; 

1. Fibroadenoma, right breast. 


ileum so that upper surface of meso- 
appendix lay almost downward. 

7. Appendix thickened. contained fecal pti** 

8. Rectocele and cyMocclc 
Surgical procedure 

1 Fibroadenoma of breast remm ed 
2. Divulsion and curettage 
3 Anterior eolporrhaphy. 

4. Perineorrhaphy. 

5. Pelvic ami abdominal adhesions relieved 

6. Right tube removed. 

7. Ovarian cyst removed. 

S. Suspension uterus. 

9. Appendectomy. , 

10. Plication cecum. 
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R£SUM£ 

U'Arthroplastic de Varticulation 
tibia-tarsale 

L 5 auteur decrit minutieusement la 
methode d'arthroplastie a laquelle il a 
recours dans les cas d’ankylose de l’ar- 
ticulation tibia-tarsale. II a simplifie 
Toperation en choisissant l’approche la¬ 
teral apres resection temporaire de la 
malleole externe. Les resultats fonction- 
nels sont tres satisfaisants. 


ZUSAMMENFASSUNG 

Arthro plastic des Tihio-Tarsal-Gelcnkcs 

Der Autor beschreibt schrittweise 
seine Arthroplastiemethode, die er bei 
einer Versteifung' des Tibio-Tarsal-Ge- 
lenkes anwendet. Er vereinfachte diese 
Operation dadurch, dass er das Gelenk 
von lateral angeht, nachdem er den 
Knochel der Fibula vorubergehend re- 
seziert hat. Die funktionellen Ergeb- 
nisse sind sehr gut. 


SUMARIO 

Artroplastia de la Articulacion 
Tibiotarsal 

El autor describe, paso por paso, su 
metodo por artroplastia el cual el usa en 
casos de anquilosis de la articulacion 
tibiotarsal. El ha simplificado esta ope- 
racion eligiendo el aproche lateral des¬ 
pues de reseccion temporaria de el male- 
olo de >el perone. Los resultados funcio- 
nales ban sido muy satisfactorios. 

RIASSUNTO 

Artoplastica dell’articolazione tibio 
tarsica 

L’A. descrive, passo per passo, il suo 
metodo di artoplastica nei casi di anchi- 
losi della articolazione tibio tarsica. 
Egli ha semplificato questa operazione, 
nello scegliere la via laterale, dopo re- 
sezione temporanea del malleolo delle 
fibula. I risultati funzionali sono stati 
molto soddisfacienti. 
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Result: First postoperative week stormy. At 
present time, almost two months after oper¬ 
ation, in excellent condition. 


SUMMARY 

From an experience of thousands of 
cases, a number of case histories are pre¬ 
sented which confirm the author’s thesis 
that pelvic pathology often is associated 
with abdominal pathology', and vice 
versa, and that the surgeon operating in 
one field must be prepared to deal ade¬ 
quately with conditions he may find in 
other fields, if he would expect satisfac¬ 
tory results to his patient. In other words, 
he should regard all pathologic condi¬ 
tions throughout the body as part of one 
pathologic picture and not as separate 
specialized entities to be dealt with in¬ 
dividually by different specialists. 

RSSUMS 

Rapport existent cntrc les conditions 
chimrgicalcs dcs viscera abilominaux 
ct celics dcs visccrcs pek'icns 

I. auteur presente dcs cas qui confir¬ 
med sa these que souvent les eiats 
pathologiques du bassin sont associes ou 
coexistent avec des etats pathologiques 
abdominanx, ct vice versa. Le chirur- 
gien, pour ohtenir les meilleurs resultats, 
doit corriger adequatement les lesions 
des deux cavites. Toutes les manifesta¬ 
tions pathologiques doiveut etre envi- 
sagees comnie line seule entite et 
soignees si e'est possible simultanenient. 
Ainsi sont obtenus les resultats les plus 
satisfaisants. 

ZUSAMMENFASSUNG 

Gegenseitige Beeielwng vu’ischen chl- 
rurgischen Verhaltmssen der Beckett 
unci Bauchehigczvcidc ■ Bcricht von auf- 
schhtssrcichcn Fallen 

Aus der Erfahrung von tausenden 
Fallen wird eine Reibe von Krankenge- 


schichten veroffentlicht, die die Ansicht 
des Verfassers, dass Erkrankungen des 
Beckeninhaltes oft mit Erkrankungen 
der Baucheingeweide und umgekehrt 
einhergehen bestatigen, tlaher muss der 
Chirurg, der in einer dieser Regioneu 
operiert, und befriedigende Erfolge fiir 
seine Patienten erwartet, vorbereitet 
sein, auch Zustande in gleicber Weise zu 
behandeln, die er unter Umstanden in 
einer anderen Region finden kann; in 
anderen Worten, er muss alie patholo- 
gischen Zustande in ganzen Ivtirper als 
Teil eines gemeinsamen Krankheitsbil- 
des betracllten und nicht als selbstandige 
Zustande, die von verschiedenen Spe- 
zialisten individuel behandelt werden 
miissen. 

SUMARIO 

htterrcladon de las Candidates Quiri'tr- 
gicas de la Pelvic y las Viccras 
Abdomiuaies: Casos Ilnstrativos 

Por una expcriencia de miles de casos, 
un numero de historias clluicas las cnales 
eonfirman la tesis del amor que la pato- 
logia de la pelvix es a menudo asociada 
con la patologia abdominal, v vice versa, 
y que los cirujanos operando en un cam- 
po deben de estar preparado adecuada- 
mentc para atacar condiciones que e! 
pueda encontrar en otro campo quiriir- 
gico, si el espera resultados satisfacto- 
rios para su enfermo. En otra palabra, 
el debe de considerar todas las condi¬ 
ciones patologicas a traves del orga- 
nismo como parte de un cuadro patolo- 
gico v no como entidades separailas para 
ser atendidas con individualidad por 
especialidades distintas. 

RIASSUNTO 

Reladone dette condidoui chirurgiehc 
dei visa'd addaminali e pclvici 

L’aufore sostine che g. ,: 
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in his experience, but lie would feel him- especially given so that end results may 
self^ handicapped and thwai ted if his be noted. In my files I have the clinical 
horizon did not encompass that which is history, physical examination roent- 
above the pelvic brim as well as below it. genologic findings, laboratory’ reports 
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I-ig. 2. Case I : C.E.A. A, sigmoid. B, adhesion of sigmoid to right 
side above pelvic brim. C. shell of cervix with line of sutures, fol¬ 
lowing hysterectomy. P. normal left tube and ovary. 


The visceral anatomy of the abdomen 
and pelvis, when studied in a prone 
body, does not always give a correct 
picture of many conditions from which 
the patient suffers. The surgeon must 
visualize the organs in the upright posi¬ 
tion and the effect of sitting or walking 
two-thirds of the daily twenty-four 
hours. In demonstrating the importance 
of this point the writer often has placed 
the patient with the abdomen open, in 
the Trendelenburg and then in the re¬ 
verse Trendelenburg positions. Condi¬ 
tions otherwise obscured or apparently 
absent then come into view and can be 
dealt with more adequately. 

From some thousands of abdominal 
sections. I have selected a series of cases 
to present to you t<> demonstrate the 
points of this paper. A number of the 
cases operated upon many years ago are 


and drawing's of exact conditions 
found at time of operation, of over a 
thousand selected laparotomies. 

I wish to emphasize that abdominal 
and gynecological surgery are in the 
same family and that any limited view¬ 
point on the part of the ultra-specialist 
may cripple his surgical work, with often 
the same effect on the patient. 

CASE REPORTS 

Case I. C.E.A.: 44; female; married. 
Operation: December 9, 1913. 

Conditions found: 

1. Uterine fibroid, size of six months’ preg¬ 
nancy. 1 

2. Cystic right ovary. 

3. Extensive adhesions between cecum and 
right half of anterior abdominal wall, be¬ 
tween sigmoid and lower ileum and right 
broad ligament, binding down appendix 
to posterior wall of pelvis. 



THE ETIOLOGY OF BILE PERITONITIS 
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B ILE peritonitis by definition is the 
presence of bile in the peritonea! 
cavity. It results from the mechan¬ 
ical rupture of an apparently normal bile 
duct or of the gall bladder. An unusual 
trauma is necessary for such an occur¬ 
rence and tile concomitant hemorrhage 
from the injured liver tissue dominates 
the clinical picture. In another group of 
instances a necrotizing cholangitis or 
cholecystitis brings about a circum¬ 
scribed necrosis of the wall with perfora¬ 
tion, usually at the site of an impacted 
gall stone, and an effusion of highly in¬ 
fected bile. The exudate is purulent and 
its biliary component is no longer recog¬ 
nizable. These observations are clinically 
well established and commonly are pres¬ 
ent with the diffuse purulent peritonitis. 

In this communication, we are inter¬ 
ested primarily in an intermediate group 
of cases in which dear or turbid bile is 
found in the peritoneal cavity. The bile 
content is striking. On first examination 
at operation or at necropsy, often no 
point of escape for the bile is detected 
so that the assumption has been made 
by Clairmont and von Haberer that per¬ 
meation takes place through the intact 
gall bladder wall. 

In the case reported by IV. Smith 
from the Department of Pathology, Yale 
School of Medicine, and in fourteen 
other observations recorded in the litera¬ 
ture, thorough gross and microscopic 
examination revealed the point of rup¬ 
ture to be either in the intrahepatic 
course of the biliary ducts or in the gall 
bladder. 

In eighteen similar instances the point 
of rupture was not found at operation or 
necropsy. Observations made only at the 
time of operation are not conclusive if 
the point of rupture is not found. The 


methods for ascertaining the path of 
escape of bile are restricted, the available 
time being limited for the patient’s sake. 
If the gall bladder is suspected, it can 
be examined more thoroughly after its 
operative removal. Cases in which only 
the operative examination was made arc 
therefore not included in this report. The 
fifteen cases previously' mentioned form 
the basis for the present discussion. 


AGE AND SEX 


Distribution as to age and sex is shown 
in the accompanying table: 


Age 

6<A 

32 

48-50 

51-60 

61-70 

71-80 

83 

Total 


POINT OF PERFORATION 

Intrahepatic Duct Gall Bladder Wall 
Male Female Male Female 
1 
1 

4 1 

1 2 

1 1 \ 

1 

1 


I 


8 


l 


The average age is between SO and 60. 
In the group of cases of ruptured intra¬ 
hepatic duct the females predominate, 
whereas in the series of cases of perfora¬ 
tion of die gall bladder, the majority are 
male. 

A brief review of these very interest¬ 
ing observations is grouped according 
to the site of rupture. First, instances 
of a ruptured intrahepatic (subserous) 
duct will be discussed. 


RUPTUJtE OF INTRAHEPATIC DUCT 

Obstruction By Calculi. In this group 
belongs the observation already pub¬ 
lished by W. Smith in the Annals of 
Surgery. In the following 1 

gross and microscopic fii 
pertain to the origin of f 
are included: 
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6. Enlarged lymphatic glands along pelvic 
vessels; evidently extension of malig¬ 
nancy. 

Surgical procedure: 

1. Abdominal adhesions relieved. 

2. Appendix removed. 


Conditions found : 

1. Left tube, bladder, loop of ileum, and 
two points of pelvic colon adherent to 
fundus uteri. 

2. Degenerated fibroid adherent in culdesac. 

3. Sac of pus between bladder and uterus. 



Fie. 3. Case VI: M.W. A, omentum adherent to bladder. B, appendix attached to 


great omentum. C, pericecal adhesions. D, 
colon. E, dilated, obstructed ileum. 


3. Starvation ligature and lymphatic block, 
with removal of lymphatic glands from 
receptaculum cliyli to obturator foramina. 

Note: Operation purely palliative to relieve 
intestinal obstruction which was fast be¬ 
coming acute. 

Result: Patient relieved of agonizing pain, of 
toxic absorption, of uterine hemorrhage. 
Gained in weight and was very comfortable 
during tear of life following operation. 

Cash \ II. F.I.: <>5; female, widow. 

Operation - February 17, 1915. 


adhesions of great omentum to ascending 


4. Terminal ileum fixed by inflammatory 
bands. 

5. Tip of appendix fixed to uterus by adhe¬ 
sions. 

Surgical procedure: 

1. Intestinal adhesions relieved. 

2. Appendectomy. 

3. Viscera detached from uterus. 

4. Pan hysterectomy. 

Result: Excellent. Last beard from 16 years 
after operation; SI years of age. Perfect 
health except for fractured hip. 
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ruptured. When the liver was com¬ 
pressed, bile escaped through the point 
of perforation. The wall around the 
opening showed diffuse round cell infil¬ 
tration with increase in connective tissue. 

Also in this case an obstruction within 
an intrahepatic duct superimposed upon 
an occlusion of the common duct had 
brought about an increasing dilatation 
of the bile ducts in the obstructed zone. 
This had extended finally to the subse- 
rous ducts, with rupture of one duct at 
the site of an acute necrotizing inflam¬ 
mation. 

Vogel reported the case of a woman, 
50 years old, with bile peritonitis due 
to rupture of a dilated subserous bile 
duct on the lower surface of the left lobe 
of the liver. 

Ermer performed an autopsy on a 73 
year old woman in whom 500 cc. of bile 
stained fluid were found in the peritoneal 
cavity. Hidden underneath shreds of 
fibrin within a groove of the right lobe 
of the liver a ruptured dilated subserous 
duct was found. The common duct was 
completely occluded by a stone. 

Obstruction By New Growth. In the 
following cases new growths obstructed 
tire bile ducts. Karrillon’s patient, a 
woman 59 years of age, died from can¬ 
cer of the gall bladder with metastases 
occluding the left hepatic duct. The 
surface of the left lobe of the liver 
showed numerous dilated subserous bile 
ducts, measuring 1 cm. in diameter, on 
the anterior and posterior surfaces. One 
of these dilated cystic ducts had rup¬ 
tured. On compression of the liver lobe, 
turbid bile escaped through the point of 
rupture. Cancer nodules were scattered 
throughout the liver. 

Ermer reported the case of a woman, 
68 years old, whose abdominal cavity 
showed at necropsy a large amount of 
brownish green fluid mixed with fibrin. 
A cancerous growth occluded the com¬ 
mon duct. In the “Schniirfurche” (sul¬ 
cus) of the right lobe, 4 cm. from the 
gall bladder, a pin point opening was 


noted. Fluid injected in the hepatic duct 
escaped through this fistulous opening 
and contained numerous stones. Tumor 
metastases were found in the liver and 
in the regional lymph nodes. 

Levin made a postmortem examina¬ 
tion of a woman, 50 years of age, whose 
abdominal cavity contained 1,100 cc. of 
turbid yellowish fluid. Metastases from 
a pyloric cancer encircled the common 
duct, which was greatly dilated above 
the point of obstruction, measuring 2 cm. 
in diameter. The dilatation involved the 
hepatic ducts in their extra and intra¬ 
hepatic courses. Between the diaphragm 
and the right lobe of the liver a pocket 
containing 2,000 cc. of bile stained fluid 
was opened. Two greatly dilated subse¬ 
rous ducts, each the size of a pencil, had 
ruptured into this subdiaphragmatic 
space. All the intrahepatic ducts of this 
area were greatly dilated. Microscopi¬ 
cally, no evidence of cholangitis was 
found. 

RUPTURE OF GALL BLADDER 

Rupture of the gall bladder occurs 
at two places of predilection, namely: 
at the neck of the bladder and near the 
attachment of the bladder to the liver. 
When encountered at the neck, a diver¬ 
ticulum of Luschka which extends into 
the subserosa must be considered. 

Nauwerkantl Lubke (1913) published 
an observation in a man. 56 years old, 
who bad a large amount of sterile bile 
in the peritoneal cavity. At necropsy 
the gall bladder showed adhesions to 
the duodenum and to the transverse 
colon. The gall bladder and the bile 
ducts were distended with water, but 
no fluid escaped. To the right of the 
round ligament a dilated subserous duct 
was found intact. Moderate dilatation 
of the common duct was the only finding 
of note. Xo remark was made about the 
condition of the hepatic ducts or possible 
calculi in the cystic or common ducts. 
Microscopically, a rupture was found in 
the wall of the gall bladder near its 
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situated in region from which left tube 
and ovary had been removed at previous 
operation. Cyst adherent to posterior 
wall of abdomen and intestinal coils: 
shutting off true pelvic cavity. 

Surgical procedure: 

1. Right ovary, tube, uterus, left parovarian 
cyst removed en masse. 

2. Abdominal adhesions relieved; raw sur¬ 
faces too extensive to be covered by 
suturing: sterilized liquid paraffin distrib¬ 
uted over area. 


ment, to round ligament on left side, and 
in circular'direction toward pelvic colon, 
causing considerable obstruction. 

5. Band from cecum to right broad liga¬ 
ment. 

6. Appendix absent. 

Surgical procedure: 

1. Adhesions relieved. 

2. Uterus freed; Johnson-Willis suspension. 

3. Appendices epiploicae removed. 

Result: Patient continued very well for 17 

years; then following severe accident, began 



Result: F.xcellent. Ten years later husband of 
patient, a physician, reported that since op¬ 
eration wife had been in perfect health 

Case X. 11.E.I1.: 2d; female; married 

Operation: October 13. Win. 

Conditions found: 

1. Uterus anchored towards left by strong 
ligament, lirmh attached to abdominal 
wall l evidently attempt at \entral sus¬ 
pension at previous operation i 

2. Two appendices epiploicae .mm lied to 
ligament, rotating pelvic colon to miter 
side. 

3 Congested left tube and ovarv : other¬ 
wise norma! 

4 Hand between ahdmmn.i! wall and pelvic 
colon, 'iiuauu :br<t n\ lies below begin¬ 
ning of necerm.ned la-t bulk, extended 
trotn brim • t fv.e pelvis i»n broad lega¬ 


to have marked pelvic and abdominal pain, 
necessitating operation in another city. In 
excellent health at present time. 

Case XI. W.S.L.: 34; female; married. 

Operation: April 16. 1913. 

Conditions found: 

1. Cecum adherent to right parietal wall, 
to transverse colon and to peritoneum in 
right iliac fossa. 

1. Appendix absent, except butt end, which 
was free. 

3 Below ileocecal valve, band forming an 
X. ran to iliac fossa and involved right 
ov ary. 

4. Fibroid tumor of uterus. 

V ysts of right ovary. 

>< Sigmoid colon adherent to left round liga¬ 
ment. to broad ligament and to left side 
of pelvic wall. 
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liver through the liver to the hilutn. In 
two instances (Smith, Nauwerk) con¬ 
cretions were found within the intra- 
hepatic ducts, and an impacted stone (or 
a new growth) occluded the common 
duct in the illness that proved fatal. 

In every instance a thorough examina¬ 
tion of the dilated bile ducts for possible 
concretions would undoubtedly widen 
the scope of evidence. Some of these 
calculi may escape through the point of 
rupture into the peritoneal cavity and 
can be recovered only from the fluid. 

EXPERIMENTAL STUDIES 

In experiments performed on rabbits, 
partial occlusion of the common duct was 
combined with ligation of the cystic 
duct, thus eliminating the gall bladder. 
These experiments, which were intended 
to illustrate the effect of an obstruction 
in the common duct on the intrahepatic 
ducts, can be summarized as follows: 
Great dilatation of the extrahepatic 
ducts resulted, and in a few instances 
even the larger branches of the intra¬ 
hepatic ducts enlarged for a short dis¬ 
tance. In no observation did the dilata¬ 
tion extend into the smaller branches of 
the hepatic ducts or become visible on 
the surface of the liver. Unfortunately, 
as all the animals died from rapid emaci¬ 
ation within four weeks, the duration of 
the experiments was greatly limited. 

Repeated attempts to produce partial 
occlusion of one hepatic duct in rabbits 
failed, either because the animals did not 
stand the operation or because a pressure 
necrosis resulted at the site of the occlu¬ 
sion. In one instance in which a calculus 
resulting from an injection of HC1 into 
die gall bladder blocked one hepatic duct, 
a cystic dilatation of all the hepatic 
branches of this duct was observed. This 
liver lobe had an irregular nodular ap¬ 
pearance. The other lobes were normal. 
This one experiment points to an ob¬ 
struction within the intrahepatic duct 
as essential for the dilatation of the 
brandies draining into the one duct. 


ETIOLOGY 

Rupture of a dilated subserous bile 
duct in cases in which no infection of the 
bile is present is explained by suddenh 
increased intra-abdominal pressure. 
These instances are extremely rare. They 
are not included in our survey since the 
point of escape was not ascertained. 

In all observations herein reported we 
were dealing with chronic cholangitis, 
and for these cases the explanation given 
by Nauwerk seems the most plausible, 
although it has not been confirmed ex¬ 
perimentally. According to Nauwerk. 
chronic obstruction of the biliary duct 
causes stasis of the bile and dilatation of 
the corresponding bile ducts. Increasing 
dilatation interferes with the vascular 
supply to the wall and finally results in 
local necrosis, especially when bacterial 
toxins mix with the inflammatory exu¬ 
date. Under the effect of a sudden eleva¬ 
tion of the intra-abdominal pressure, a 
rupture of the dilated duct occurs 
through the capsule of Glisson, and the 
bile escapes into the peritoneal cavity. 

In the observations with rupture of 
the gall bladder, some shreds of fibrin on 
the serous surface of the gall bladder 
were the only findings on gross examina¬ 
tion. Only serial sections brought evi¬ 
dence of a leak in the wall at the site of 
a circumscribed necrotizing cholecystitis. 

Rupture of the extrahepatic ducts is 
always the result of a pressure necrosis 
by a calculus in the presence of acute 
purulent cholangitis. The bile character 
in the exudate is no longer recognizable 

Experimentally we produced dilata¬ 
tion of the extrahepatic ducts on rabbits 
and dogs by occlusion of the common 
duct in its lowest portion: in all instances 
escape of bile was due to a pressure 
necrosis at the place where the rubber 
band had been placed around the duct. 

SUMMARY 

Escape of 'ear or turbid 
peritoneal c ity may re' 
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Result- Uninterrupted recovery. Patient last 
R seen’July. 1939. Perfectly well during these 

22 years. 

Case XIV. KALE.: 37; female; single. 

Operation: February 7, Id • 

C T d 'tot i om’entmn tightly adherent to ab- 

dominal '.vail, displacing transve.se colo 

over ascending colon into right hank. 

7 ?\%e right ovarian cyst, size of six 

~ months’ pregnancy bound downby adhe¬ 
sions to posterior abdominal w all. 

3. Uterus adherent to pelvic colon behind 

4 Left ovary cystic, size of large orange, 

- TeSuoU Sail bowel bound down 
" by e SSfoi between pelvic wall and gut. 

•ind between gut and ovarian c>st, cans 
chronic fntestinal obstruction with 
weeks of vomiting* 

Surgical procedure. 

2. CyK°degenerated right ovary removed. 

4 StcnS'tuspendS^nproper’ position 
n 4 ‘ it- After stormv convalescence, including 

"Severe attack °^J '^actively at 
Supe’rintcndent of Nurses of mis¬ 
sionary hospital m Korea. 

r\<w XV, V.B.: 52; female; widow. 

Operation; March 27. 1913. 

Conditions found: 

1 Lane’s kink. 

■? Mnhile rotated cecum. 

3 i 0 n<r appendix, which acted as hgamcnt 
and restrained cecum trom complete rota- 

4 Marked so-called Jackson’s membrane. 

4 -’ Terminal ileum adherent to true pelvis. 

r Irremovable carcinoma of uterus, upper 
"■ art o° vagina, bare of bladder, and c„- 

croaching on rectum. . . 

7. Left ovary fibroid, adherent to sigmoid. 

^uriiicul procedure * . 

1. Abdominal adhesions relieved. 

7 Appendectomy. _ 

3. Small omental gratt placed mer raw 

surfaces of ileum. , c 

4 Ovaries, tubes, and pelvic glands trom 
obturator foramina removed 
; starvation ligature and lymphatic block. 

* (Ipcrcumu palliumc. I cl\ic ma- 
U-iiancy complicated by intestinal pathol- 

U’^V. ... , 

'’•-•v.t: Patient relievo! ot mam di-tres-ing 
, v ; ..i; ( i Hveii r.e.irh a sear in coin- 

• rirmive o.mri r:. 


Case XVI. E.L.: 24; female; married. 

Operation: May 7, 1915. 

Conditions found: 

1. Firm adhesions bound cecum and ileum 
to uterus and right ovary. 

2. Ileal obstruction with distended duode¬ 
num. 

3. Numerous uterine fibroids. 

4. Right ovary cystic. 

Surgical procedure: 

1. Adhesions freed. 

2. Appendectomy. 

3. Uterus and right ovary removed. 

Result- All symptoms, gastrointestinal and 

pelvic, relieved. Well for some years, then 
lost track of. 

Case XVII. W.B.: 49; female; single. 

Operation: March 3, 1917. 

Conditions found: 

1. General enteroptosis. . 

2. Duodenum dilated to size of small wrist. 

3. .Appendix underhung, so placed as to shut 
off terminal ileum when patient was erect. 

4. Cecal band attached to Fallopian tube 
with two cysts. 

5. Bands across ascending colon to hepatic 
flexure almost causing obstruction . of 
large bowel. 

6. Accentuated last kink. 

Surgical procedure: 

L All adhesions relieved. 

2. Cysts of Fallopian tubes removed. 

3. Appendectomy. 

Result" From chronic invalidism to peifect 
health for many years; then lost track of. 

Case XVIII. G.L.H.: 58; female; single. 
Operation: July 18, 1939. 

Conditions found: , „ . . 

1. Appendix tied down by adhesions unde 
terminal ileum, causing narrowing of out¬ 
let of small bowel with patient erect; con¬ 
tained fecal pus. 

2. Ovaries atrophic. , 

3. Uterus atrophic; fibroid size of English 

walnut in fundus. 

4. Gallbladder thickened; seat of chronic 
inflammation; no stones. 

5. Strong band from fundus of gallbladder 
down to entrance of cystic duct into 
common bile duct. Band went acioss and 
indented duodenum; extended to trans¬ 
verse colon near hepatic flexure and sus¬ 
pended gut. 

Surgical procedure : 

1. Appendectomy. 

2. Cholecystectomy. 

3. Band removed; raw surfaces covered as 
far as possible. 
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R&sum 

L’etiologic de la peritonite hiliaire 

Le deversemeilt de bile clairc on tur- 
bitle dans la cavite peritoneale pent re- 
suiter d’nne rupture sotis-sereuse d'tm 
conduit biliaire on de la vesicule hiliaire. 

La rupture dun conduit biliaire sous- 
sereux resulte souvent d’une occlusion 
intermittente ou continue (partielle) 
d’ttn conduit biliaire par calculs accom- 
pag'nes de cholangite chronique, tin neo- 
plasme peut etre le facteurcausatif. Dans 
tons ces cas, on trouce une obstruction 
(partielle ou complete 1 (hi cholcdoque. 
On trouve aussi un dilatation des petits 
conduits biliaircs stir la surface du 
foie. Les ruptures de la vesicule 
biliaire surviemiem mi dans la 
region du fond de la \ esicule pres de soil 
attachement an foie ou an col de la vessie. 
II ne faut pas meconnaitre une rupture 
du diverticule de Lusehka. I'ne inflam¬ 
mation chronique avec pnussee aigue 
pent entratner une necrose locale circon- 
scrite determinant une perforation La 


rupture d’un conduit biliaire extra-he- 
patique resuite toujours dune necrose 
due a un calcut enclave et associee a 
une cholangite phlegnioneuse aigue. 

2USAMMENFASSUNG 

Pic Etiologic tier Gallen-Peritonitis 

Das Entneiclien von klarer oder 
triiber Galien fliissigkeit in die Bauch- 
hohle kann von Platzen eines subseroseil 
Gallengauges oder der Gallenblase lier- 
riihren. 

Das Platzen eines subseroseil Galleil- 
gangs ist das Ergebnis eines intermit- 
tierenden oder dauernden Versclilusses 
eines intrnhepatisclicn Ganges (lurch 
Steine mil begleiteitder chrouischer 
Cholangitis. Kin ncoplaslischer Tumor 
kann dieselbe Virkung bervorrufen. In 
all diesen Fallen findet man zusatzlicb 
einen Verschluss des Ductus Choledo- 
cbtis. Dies vermag leiclit die Aufmerk- 
samkeit von deni liauptsachfichen. oben 
erwahnten ursacltlichen Faktor abztt- 
lenken tvelcher fiir die Enveiterung der 
kleinen Gallengange bis zur Flacbe der 
Leber verantivortiich ist. 

Platzen der Gallenblase geschiebt 
entweder in der Fundusgegend nahe 
illrer Refestigung an der Leber oder in 
der Halsgegend. In zweiter Hinsicbt 
muss ein geplatzter Luschka’scher Di- 
vertikel als ursachlicher Faktor angese- 
ben werden. Fine chronisehe Gaileit- 
blaseti Entztindtmg mil einer akuten 
Verschlimmerung ist verantivortiich 
fiir die umschriehene -Yekrose, welche 
zur Perforation fubrt. 

Ruptur eines Gallengangs ausscrhalb 
dtr Leber ist iinmer das Ergebnis einer 
Dnrmnekrose veranlasst (lurch einen 
eingekeilten Gallenstein in Amvesenheit 
einer akuten phlegmonischen Gallen- 
gaiigentziindtuig. 

SU.MARIO 

La Eliologia de Peritou- 

El escape de bibs <■!-■ 
deutro de la cavidad | 
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log'ici pelvici sono spesso associate con 
stati patolog-ici addominali. Tesi con- 
fermata dell’esperienza di una casuistica 
di miglioria di pazienti. Si che il chirur- 
go che opera in un campo, deve essere 
preparato ad ogni evenienza per con- 


dizioni patologiche in sede diversa. In 
alti e f>ai ole, il chirurgo deve considerare 
Ie condizioni patologiche del malato 
come entita a se, e non come condizioni 
separate, da essere trattate da piu S pe- 
cialisti. 


Pasteur Institute, Paris 

Pasteur Institute of Paris, which has served 
as a model for practically every large experi¬ 
mental laboratory in the world, will soon enter 
upon its fifty-third year. Built by international 
public subscription, it was opened in 18SS. Ap¬ 
propriate ceremonies marked its fiftieth anniver¬ 
sary, with President Albert Lebrun and a thou¬ 
sand scientists from all over the world in attend¬ 
ance to honor Pasteur and the work of the 
Institute. 

Three Georgian-style buildings which contain 
68 laboratories inhabited by 218 scientists com¬ 
prise the Institute, which is situated near the In- 
valides, where Napoleon is entombed. Besides this 
there are many laboratory annexes throughout 
Paris, a large library, a hospital, a model monkey 
center for experimental studies, and a farm at 
Villeneuve-l'Etang, near Paris. The outstanding 
outgrowth of the Institute is the Curie Cancer 
Center which has 14 branches in Indo-China, 
North Africa, Greece, Persia, China and other 
places beyond the sea. 

No single laboratory in the world has been 
responsible for so many bacteriological discov¬ 
eries, largely directly applicable to preventive 
medicine, as the Pasteur Institute. Among its 
achievements, besides the well-known anti-rabies 
vaccine, are the preparation of a vaccine to pre¬ 
vent tuberculosis by Albert Calmette and 


-wpnonse Uuerin 1921, Entile Roux’s and 
A exandre Yersin’s epoch-making work on the 
diphtheria bacillus, the typhus discoveries of- 
Charles Nicolle of the Pasteur Institute in Tunis, 
and the syphilis and encephalitis investigations of 
Constantin Levaditi. 

Dr. Louis Martin is head of the entire organiza¬ 
tion. 1 hree other famous scientists from among 
those who are quietly carrying on experiments 
tor the benefit of mankind at the Institute are 
kfitest Franqms Auguste Fotirneau, Prof. 
Gaston Ramon, and Dr. Harry Plotz, the only 
American. J 

Dr. Fourneau is known for his development of 
stovaine and stovarsol, the names being derived 
trom the English translation of "Fourneau” 
which is "stove.” ’ 

Prof. Ramon lives surrounded by -{00 horses 
at the Institute’s annex in Garches'. He makes 
quantities ot serums against diphtheria, bubonic 
P ague, tetanus and other diseases which are sold 
all over the world. He is famed as the man who 
developed diphtheria anti-toxin, and the principle 
or multiple vaccination, that is. immunization 
against several diseases with a single vaccination. 

Dr. Plata, who proved that measles is a virus 
disease, is now working on a measles serum; he 
recently developed a new modern type of small¬ 
pox vaccination. 


APPLICATIONS FOR ASSOCIATE MEMBERSHIP MEMBFR^HTp A xrrs r-i-r 
LOWSHIP IN THE INTERNATIONAL COLLEGE OF“uRGEONS mav 
ADDRESSED TO DR. CHARLES H. ARNOLD 90S TFPmtma° t 1 BE 

LINCOLN, NEBRASKA. THESE WILL BF ArT^n°rriJ,? RMINAL BUILD *NG, 

ROUTINE AS OUTLINED IN THE BY-LAWS ^ APPLKATLOm 
SIDERATION MUST BE RECEIVED NOT T Am?'^7* CATI0NS F °R CON- 
INC THE REGULARLY STATED ASSEMBLY MEETING M ° NTH PRECED - 
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“In the magic pages of books there 
is found all that mankind has thought, 
done, gained and been.” These words 
were used by Thomas Carlyle 100 years 
ago in expressing his opinion of books. 

From the exalted opinion expressed 
by Carlyle, it is easy to understand why 
man for centuries has been and still is 
deeply absorbed in writing as well as in 
studying books. On the other hand, how 
widely mankind has profited by the study 
of books is not only beyond comprehen¬ 
sion, but is even beyond the imagination 
of the human mind. 


LIBRARIES 

As a result of his interest and study, 
man has created throughout the cen¬ 
turies and in all lands some of the most 
beneficient and informative of all institu¬ 
tions—the great libraries. 

American Libraries. Today there are 
in America alone more than 10,000 
libraries with 1,000 or more volumes on 
file. Of the great libraries of tbe world, 
the Congressional, in Washington, D 
C., is now claimed to he the largest. It 
has on file over 8,000,000 printed hooks, 
maps, prints and other volumes. The 
development of the college library in 
America is positively' amazing. The first 
college library was established at Har¬ 
vard College with 330 volumes 300 years 
ago. This library, the largest university 
library in America, now has 3,945,318 
volumes. The number of books in Amer¬ 
ican colleges now totals 62,858,078. 

Early Egyptian Library. Of the 
famous libraries of antiquity, the most 
renowned was the Alexandrian, devel¬ 
oped by Ptolemy the Second, or Ptolemy 
Philadelphius, about 26 0 B. C. In it 
there were on file more than 700,000 
“Rolls.” At its height it was the single 


repository of the culture of the ancient 
world. It is believed that pagan civiliza¬ 
tion could be almost completely recon¬ 
structed, if the records of this institution 
were available today. The library existed 
for almost a thousand years. Its destruc¬ 
tion in' 640 A.D. is regarded as one of 
the great tragedies of history. The hun¬ 
dreds of thousands of rolls on file were 
distributed as fuel over a period of six 
months to the public baths of the city. 

Early Medical Library. Geographi¬ 
cally, it might be of interest to mention 
that only a short distance from Alex¬ 
andria, along the Ionian Coast of Asia 
Minor, a small peninsula juts out into 
the Aegean Sea. In the pre-Christian 
era there was located on this peninsula 
a celebrated university with a medical 
school of wide reputation. In this famous 
institution there was established a library 
with a section devoted exclusively to 
books dealing with medicine. This, prob¬ 
ably, may be regarded as one of the 
earliest medical school libraries. 

From a study of ancient history, it 
becomes at once apparent, I think, that 
the Ionian Coast of Asia Minor with 
some of the small islands in the Aegean 
Sea close by was really the birth place 
of the science and art of medicine. 

COLLECTING MEDICAL BOOKS 

From records available, it is evident 
that there always has been a widespread 
interest in the collection of books, and 
this is probably greater today than ever 
before. 

Many years ago I began, in a small 
way, the collection of old medical books 
In a comparatively short time I managed 
to gather a few hundred volumes. Nw* 
all of these I presented to our - 
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Case Report (Smith). A woman, 83 years 
of age, had repeated attacks of gall stone colic 
for a period of five years. She died with symp¬ 
toms of acute intestinal obstruction, following 
an illness of three days’ duration. 

At necropsy 150 cc. of dark green bile were 
found in the peritoneal cavity. Streptococci 
were cultured from the exudate. The liver 
appeared small (1,100 Gm.) and was covered 
by a thin capsule. On the anterior surface, 7 
mm. from the gall bladder fossa, a depressed 
area with a thickened capsule was noted. A 
small, green-stained papilla with a minute cen¬ 
tral opening revealed the place of rupture of a 
dilated subcapsular duct. The ampulla of Vater 
buRed for 3 cm. into the lumen of the duo¬ 
denum which contained milky fluid. A stone 
occluded the ampulla and smaller stones were 
felt above it. The common duct measured 
1.2 cm. in diameter. The wall was less than 
1 mm. thick. Just below the entrance of the 
cystic duct, which was tortuous, a stone was 
found. The gall bladder was moderately di¬ 
lated and embedded in fibrin. The wall was 
not greatly thickened. 

The gall bladder contained one large and 
several smaller concretions of bile. The main 
branches of the hepatic duct were dilated and 
contained numerous small gall stones. One duct 
led to the depressed area mentioned above in 
the region of the ruptured subcapsular duct 
on the anterior surface of the liver. This de¬ 
pressed zone showed a layer of whitish fibrous 
tissue for a depth of 2 mm. The line of de¬ 
marcation from the liver substance was sharp. 
The bile ducts, dilated to 1 mm. in diameter 
and recognized bv their dark green stain, 
formed a plexus which communicated with the 
dilated branch of the hepatic duct already men¬ 
tioned. On microscopic examination the cen¬ 
tral areas of the liver showed chronic cho¬ 
langitis with marked increase in connective 
tissue; an acute inflammation predominated 
toward the surface. Leukocytes and masses 
of bacteria were noted in the lumen of the bile 
ducts, but no actual abscess was found. In the 
area of the ruptured bile duct, the wall separat¬ 
ing the duct from the surface was edematous, 
necrotic, and partly bile stained. Laterally and 
toward the liver substance, the wall showed 
numerous polymorphonuclear cells and lym¬ 
phocytes. The connective tissue separating this 
duct from the liver tissue contained many large 
and small bile ducts. 

Summing up, tins observation shows 
dilatation of a group of imrahepatic 
ducts resulting from intermittent ob¬ 
struction ot these due is 1>\ calculi. An 


acute exacerbation of chronic cholangitis 
resulted in rupture of the dilated ob¬ 
structed ducts in their subserous portion 
on the liver surface, with escape of 
infectious bile into the abdominal cavity. 

Two observations of Nauwerk per¬ 
taining- to the same type of bile peritoni¬ 
tis are of particular interest and may 
be herewith reviewed. 

Case 1 (Nauwerk). The patient, a woman 
49 years of age, died of acute diffuse peri¬ 
tonitis. At necropsy 500 cc. of yellow brown¬ 
ish bile containing colon bacilli and Strepto¬ 
cocci were obtained from the peritoneal cavity. 
On the liver surface near the juncture of the 
round and falciform ligaments, a slit-like open¬ 
ing was noted. The edges of this rent were 
bile stained and on compression of the gall 
bladder, bile escaped through this fissure. A 
stone occluded the common duct. The left 
hepatic duct and its branches were greatly di¬ 
lated and showed chronic cholangitis. The 
small branches were irregularly dilated; the 
dilatation extended to the liver surface where 
thin-walled cysts, one of which had ruptured, 
were present. 

Case 2 (Nauwerk). The patient was a 
woman, 69 years old, who died of general peri¬ 
tonitis. At necropsy 500 cc. of brownish fluid 
were obtained, the culture of which revealed 
colon bacilli. The liver was enlarged, but the 
lateral and posterior portions of the left lobe 
were atrophic. In the vicinity of the falciform 
ligament, white dilated tortuous subserous 
ducts, with thin and fibrous walls, bulged over 
the surrounding tissue. Near the posterior 
border of the liver one of these dilated ducts 
showed a perforation the size of a pin point 
and had bile stained edges. On compression of 
the liver, turbid bile escaped through this nar¬ 
row opening. Sections through the left lobe 
of the liver revealed numerous stones obstruct¬ 
ing the intrahepatic ducts at several places. 
The common duct was also occluded by a stone 
impacted in the ampulla. 

In 1909, Karriilon reported another 
interesting observation from Nauwerk’s 
laboratory. A man, 66 years of age, died 
three days after a laparotomy had been 
performed for diffuse fibrinous perito¬ 
nitis. At necropsy the common duct was 
found greatly dilated and occluded by 
a stone. At the edge of the left lobe of 
the liver several cystic dilated subserous 
bile ducts were noted, one of which had 
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Library of the New York Historical 
Society. 

“The Papyrus Ebers” was written, it 
is believed, about 1600 B.C., and covers 
Egyptian medicine for the preceding 
1500 years. 

Galen. In studying the shore line of 
the Aegean Sea, it is interesting to ob¬ 
serve that only a short distance north 
of Cnidus was located the City of Ep¬ 
hesus. In the second century A.D., about 
the year 130, there was born in the City 
of Pergamus, a few miles north of 
Ephesus and near the ancient city of 
Troy, a baby who became the dominating 
figure in world medicine for nearly 1500 
years, Galen Claudius. 

Galen was one of the most voluminous 
writers of the ancient world. He com¬ 
posed, it is stated, more than 500 trea¬ 
tises on various topics, including not only 
medicine, but grammar, logic and ethics. 
He was a strong advocate of a high 
ethical.standard, but a weakling in its 
practice. Even after a lapse of 1800 
years this is a human fraility occasion¬ 
ally observed today. For instance, while 
residing in Rome during the reign of 
Marcus Aurelius in 168 A.D., Galen 
proclaimed himself, because of his learn¬ 
ing and more especially because of his 
success as a physician, a “Paradoxol- 
ogus” (wonder speaker) and a “Par- 
adoxopoeus” (wonder worker). Natur¬ 
ally, because of this egotistical attitude 
he incurred the bitter enmity of his fel¬ 
low practitioners. 

Soramts. It was also in the second 
century A.D. that a noted Ephesian, 
Soranus, compiled one of the greatest 
works on obstetrics, gynecology and 
pediatrics. This was the standard work 
on these subjects, especially obstetrics 
and gynecology, for more than 1400 
years. He also composed the earliest 
biography of Hippocrates. 

FRENCH AND ITALIAN SCHOOLS 

Pare. Although there were published 
plagiarized volumes of Soranus, both 


with respect to text and illustrations, 
notably' one in German by Eucharius 
Rosslin, of Worms, in 1513, called the 
“Rosegarten,” written especially for 
michvives. and another by Thomas Ray- 
nalde, of England, written in 1545, en¬ 
titled the “Byrthe of Mankynde," there 
was nothing of real obstetric merit pre¬ 
sented until the publication, in IS50, of 
the work of the famous French army 
surgeon, Ainbroise Pare (1510-1590). 

Pare, acting, no doubt, on the sugges¬ 
tion of Soranus, revived the operation of 
podalic version. It was Pare, also, who 
restored the ligature and published 
essays of a practical nature on various 
aspects of surgery. His greatest work, 
of course, was his textbook on Surgery, 
presented in 1564. It was Pare, Gar¬ 
rison has said, “who made amputation 
modern by reintroducing the ligation of 
blood vessels.” 

I'esalius. Contemporary with Pare 
in Paris, a young man was studying in 
the University of Padua, Italy. He was 
born of German parentage in Brussels, 
Belgium, and received his early educa¬ 
tion in the University of Louvain. This 
young man, who was destined to become 
the greatest figure in the world of medi¬ 
cine “after Galen and before Harvey,” 
was Andreas Vesalius (1514-1564). 

Previously, for more than 1400 years, 
Galen was the dominant personality of 
all phases of medicine, including 
anatomy, but with the publication in 
1543 of • the “Fabrica Humani Cor¬ 
poris,” by Vesalius, there was given to 
the world anatomy, as expressed by 
Garrison, “in the form of a living, work¬ 
ing science.” 

A copy of the “Fabrica,” illustrated 
by Jan Kalkar, a pupil of Titian, is one 
of the treasures of our college library. 

Shortly after the publication of this 
great work, Vesalius was succeeded as 
head of the Department of Anatomy, in 
Padua, by an authority almost equally 
as eminent, Gabriele Fallop 
1502). 
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attachment to the liver. The authors 
assumed rupture of the distended gall¬ 
bladder had been caused by mechanical 
force. 

Sick and Frankel observed a man, 32 
years of age, who, while carrying a 
heavy bag up two flights of stairs, felt 
a sudden pain. Death followed. At 
autopsy a large amount of sterile bile 
was present in the peritoneal cavity. The 
gall bladder showed a pin point opening 
with edema of the muscular layer 'but 
absence of any inflammatory reaction in 
the wall. The authors assumed this per¬ 
foration to be of a traumatic nature. 

When making a postmorten examina¬ 
tion of a man. 53 years old, Askanazv 
found in the peritoneal cavity a bile 
stained fluid mixed with fibrinopun.lent 
exudate. At the neck of the gall bladder 
a distended duct of Luschka was oc¬ 
cluded by numerous small calculi. Ne¬ 
crosis of the thinned wall had resulted 
in an escape of bile which was infected 
with colon bacilli. 

At the exploratory laparotomy of a 
boy, 6 vears of age, Risel found a large 
amount of sterile bile in the peritoneal 
cavitv. The gall bladder was partly cov¬ 
ered with fibrin. Microscopically a cir¬ 
cumscribed necrosis of the wall was 
demonstrable. 

Wagner found bile stained fluid in the 
peritoneal cavity of a man, 48 years old. 
The extrahepatic ducts were dilated and 
contained turbid bile. The gall bladder 
was covered with fibrin and contained 
numerous stones. On microscopic exam¬ 
ination the gall bladder wall showed a 
small circumscribed area of necrosis. 

At the exploratory laparotomy of t 
woman. 62 vears old, Louros found 1500 
cc. of bile in the abdominal cavity. Rile 
was dribbling from the gal! bladder. At 
its neck the extirpated gall bladder 
showed an ulcer which extended into the 
muscularis. Microscopically a circum¬ 
scribed necrosis of the whole wall was 
found, and two fissures passed in an ob¬ 
lique direction through chi- area of 
necrosis. 


Several similar observations are not 
included in the above survey because the 
rupture in the gall bladder which was 
suspected at operation was not demon¬ 
strable. Concern for the patient re¬ 
stricted the time for the examination 
during operation in the cases of Schiev- 
elbein, Wolff, Madlener, Leriche, Fin- 
sterer, and Soiling - , in two cases of Do- 
berauer and in five of Hugel. In all these 
observations, the point of perforation 
was not found. Burkhardt, Clairmont, 
Riedel, and Johansson encountered sim¬ 
ilar difficulties in their observations. 

COMMENT 

Out of the whole group of bile peri¬ 
tonitis cases, a relatively small number 
in which the escape of bile occurs from 
a ruptured subserous bile duct on the 
liver surface or through the gall blackler 
wall deserves special attention. The bil¬ 
iary character of the exudate is striking, 
contrary to many observations in which 
an abscess of the gall bladder or of the 
common duct breaks into the peritoneal 
cavity and produces a purulent perfora¬ 
tive peritonitis. In the cases under dis¬ 
cussion only very careful anatomical 
studies enabled the reporters to find the 
point of rupture. Many observers, not 
finding a microscopic perforation, as¬ 
sumed that the intact gall bladder wall 
was permeable for bile. 

Clairmont and von Haberer, in 1910, 
put forth this explanation and were sup¬ 
ported by Wolff and Konig. They based 
their statements on clinical observations 
and examination at operation. The op¬ 
ponents (Namverk, Louros, Askanazy, 
Smith), confirmed their view by thor¬ 
ough gross and microscopic studies of 
specimens obtained at necropsy. The 
point of escape for the bile, usually being 
minute, is often ascertained only by 
serial sections through the area of sus¬ 
pected rupture. 

From the study of the above cases of 
ruptured subserous ducts, one fact stands 
out: Dilatation could be traced from the 
point of rupture on the surface of the 
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Avicenna was, moreover, a poet of 
distinction, writing' quatrains in the 
style of tiie great Persian poet, Omar 
Khayyam, famous for his “Rubaiyat.” 

Tlie 1503 edition of Avicenna in 
Arabic, the rarest of all editions of this 
great work, is also in my collection. In 
this there is found among many other 
things of importance a description of 
diabetes and the sweetish taste of dia¬ 
betic urine. 

I think it is of some importance to 
know that in 1395 the works of Rhazes 
and Avicenna composed, with seven 
others, the entire library of the medical 
faculty of Paris. 

Other Arabians. There were besides 
Rhazes and Avicenna many other phy¬ 
sicians of Arabian origin, including 
Haly ben Abbas and Aveneoar of Se¬ 
ville; and Moses Maimonides, Avcrrocs 
and the noted surgeon, Albucasis, all of 
Cordova. 

SOME ENGLISH PHYSICIANS 

Thus far I have devoted my remarks 
to only a few old authors and a few old 
books. The names of those mentioned 
are immortal. Forever they will remain 
as luminous characters in medical his¬ 
tory. They have thrown "the torch” 
and of all the ancient writers it is to 
them, more than any other, we owe our 
heritage. 

Teachers of Early Americans. May I 
now refer to a period of special historical 
interest to medicine in Philadelphia, the 
period from 1750 to 1800. During this 
time there flourished in England a num¬ 
ber of physicians of world-wide distinc¬ 
tion. These were the medical mentors 
of the youth of Colonial America and, 
especially, the youth of our Philadelphia, 
Included among their students from 
Philadelphia were William Shipper, Jr. 
(1736-1808) and John -Morgan (1735- 
89), the first professors of anatomy, 
surgerv. obstetrics and medicine in our 
country,' and founders, in 1765. of the 


Medical School of the University of 
Pennsylvania. 

The group of English physicians I 
have in mind were generously helpful 
to the students in this country, even 
though at the time there was looming 
on the horizon a foreboding discontent. 
Comprising the group were men of 
varied temperament and character, 
though they w r ere all most hospitable and 
charitable. 

I should like to refer to four and it 
is to these chiefly that Colonial America 
owed its medical creation. The most 
renowned members of this little group 
were the Hunters. JFilliam (1718-83) 
and John (1728-93). The first was 
famous for his surpassing anatomical 
knowledge, and among many other 
things for his classical work on the 
“Anatomy of the Pregnant Uterus.” 

The second I include in this distin¬ 
guished coterie, first, because of his de¬ 
votion to natural history, second, be¬ 
cause of his contribution to surgical 
pathology and surgery in general, third, 
because of his founding of the great 
Hunterian Museum in the Royal Society 
of Surgery, London, and fourth, because 
of the encouragement he gave to Ed¬ 
ward Jenner in his studies which ulti¬ 
mately led to the discovery of vaccina¬ 
tion. 

Jenner on one occasion in a letter to 
John Hunter stated that he was thinking 
over the problem of vaccination very se¬ 
riously, Hunter replied, “Don’t think, 
act.” 

Another member of the group was the 
noted Quaker physician, John Father- 
gill (1712-80), (not Fathergill). He 
was an intimate of Benjamin Franklin 
and a devoted friend of the little Quaker 
Colony in Philadelphia. 

It was Fothergill who presented to 
the Pennsylvania Hospital some of its 
most treasured possessions, the collec¬ 
tion of anatomic and obstetric'''' 
casts. These were the first * 
teaching purposes in on- 
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ture of a dilated subserous bile duct or 
of the gall bladder. 

The rupture of a subserous bile duct 
is the end result of intermittent or con¬ 
tinuous partial occlusion of an intrahe- 
patic duct by calculi with concomitant 
chronic cholangitis. A neoplastic growth 
may have the same effect. In all these 
instances an additional obstruction is 
found in the common duct. This may 
easilv distract the attention from the 
main etiologic factor mentioned above as 
responsible for the dilatation of the 
smaller bile ducts up to the surface of 
the liver. 

Rupture of the gall bladder occurs 
either in the fundus region near its at¬ 
tachment to the liver or in the neck re¬ 
gion. In the second instance, a ruptured 
diverticulum of Luschka must be 
thought of as a causative factor. Chronic 
cholecvstitis with an acute exacerbation 
is responsible for the circumscribed 
necrosis which leads to perforation. 

Rupture of an extrahepatic bile duct 
is always the result of a pressure necro¬ 
sis due* to an impacted gall stone in the 
presence of an acute phlegmonous cho¬ 
langitis. 
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physician, “Religio Medici," published 
about 1635. 

May I quote a few short sentences 
from the “Religio.” Could any passages 
be more lofty, more beautiful? 

a. At my devotion I love to use the civil¬ 
ity of my knees. 

b. At the sight of a cross or a crucifix I 
can dispense with my hat. but scarce with 
the thought or memory of my Saviour. 

c. There are two books front whence I 
collect my divinity: Besides that written one 
of God, another of His Servant. Nature, 
that universal and public manuscript, that 
lies expatised to the eyes of all 

"Religio Medici,” as you probably 
know, was a very beloved member of the 
bedside library of the late Sir William 
Osier, and it has been of mine for more 
than thirty years. Doctor Osier’s little 
volume accompanied him in death and to 
his grave. 

Sir Thomas Browne died at his home 
in Norwich, in 16S2, on his seventy- 
seventh birthday, with the knowledge 
that his “Religio” was translated into 
French, German and other languages. 

Brown. The second member of this 
group, John Brown (1S10-1SS2), hailed 
from the highlands of Scotland. We 
shall forever be indebted to him for his 
two little volumes, "Spare Hours.” In 
these there are found that interesting 
contribution everyone should read, en¬ 
titled: “With Brains, Sir.” 

In “Spare Hours” there is, besides, 
the great essay on John Locke and 
Thomas Sydenham, "the one the founder 
of our analytical philosophy of mind and 
the other of our practical medicine.” 

In "Spare Hours” is, also, the im¬ 
mortal story of “Rab and His Friends.” 
In this there is portrayed not only one 
oj the most impressive clinical descrip¬ 
tions of cancer of the breast, but, also, 
one of the most pathetic tales in all 
literature. 

John Brown graduated in medicine at 
the University of Edinburgh, in 1833. 
He was a born writer and was always 
emphatic in teaching that “an author 


should publish nothing unless lie had 
something to say and is sure to say it 
aright.” 

It is altogether likely that “Rab and 
His Friends" was written when John 
Brown was still a student clerk in the 
Minto House Hospital, Edinburgh. It 
was here the patient whom lie tenderly 
describes as Ailie Noble came under his 
care. In examining the patient he re¬ 
cords: “What could I say? There it 
was, that had once been so soft, so 
shapely, so white, so gracious and boun¬ 
tiful, so 'full of all blessed conditions,’ 
hard as a stone, a centre of horrid pain, 
making that pale face with its gray, 
lucid, reasonable eves, and its sweet re¬ 
solved mouth, express the full measure 
of suffering overcome.” 

I have on many occasions heard my 
beloved teacher and hospital chief, the 
late Doctor J. Chalmers Da Costa, 
reverently refer to dear old Doctor John 
Brown. 

Doctor Brown served his apprentice¬ 
ship under Mr. James Syme, one of the 
most competent surgeons Scotland ever 
produced. Sviue was the father-in-law 
of one of the greatest benefactors of 
mankind, Joseph Lister. Doctor Brown 
writes that Syme excelled in everything, 
save penmanship, and even this, he said, 
had every fine quality, “except legibil- 

Goldsmith. I have included the Irish 
physician not because of any special 
contribution he made to medicine. There 
is even some doubt as to whether he 
ever received a medical degree, but he 
undoubtedly did spend some time in the 
study of medicine in the Universities of 
Edinburgh, Leyden and perhaps Padua. 

I refer to him, particularly, because it 
was Doctor Oliver Goldsmith (1728- 
1774) who added to our literature “The 
Good Natured Man,” “She Stoops To 
Conquer,” “Tile Traveller,” “The Vicar 
of Wakefield,” and "The Deserted Vil¬ 
lage,” contributions that can never die. 

To me he was one of the nn ■'A- 
yet one of tile most patlieli'' 
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resultar por la rotura de un conducto 
biliar subseroso dilatado 6 de la vesicula 
biliar. 

La rotura del conducto biliar sub¬ 
seroso es el resultado final de la oclu- 
sion continua 6 intermitente de un con¬ 
ducto intrahepatico por un calculo con 
colangitis cronica concomitante. Un 
crecimiento neoplasico puede tener los 
mismos resultados. En todas estas con- 
dicines una obstrucion adicional es en- 
contrada en el conducto comun. Esto 
puede facilmente detractar la atencion 
del factor etiologico principal mencio- 
nado arriba como responsable por la 
dilatacion de los conductos biliares mas 
pequenos extendidos basta la superficie 
del higado. 

Rotura de la vesicula biliar ocurre en 
la region del tondo proximo a la inser¬ 
tion del higado 6 en la region del cuello. 
En el caso segundo, una rotura del diver¬ 
ticulum de Luschka debe de pensarse 
como el factor causante. Lina colecistitis 
cronica con una exacerbacion aguda es 
responsable por la necrosis circunscrita 
que la lleva a la perforation. 

Rotura de un conducto biliar extrahc- 
patico es siempre el resultado de necrosis 
por presion debido a una piedra infar- 
tada en la presencia de una colangitis 
flemonosa aguda. 


RIASSUNTO 

L’Etiologia della peritonite biliare 

La fuoriscita di bile nella cavita peri- 
toneale puo risultare o dalla rottura di 
un dotto biliare subseroso, dilatato, or 
della cistifillea. 

La rottura del dotto biliare subseroso 
e il risultato finale di una occlusione in- 
termittente o continua del dotto intra- 
epatico, per calcolo, con concomitante 
colangite cronica. Un neoplasma pub 
avere lo stesso effetto. In tutte queste 
circostanze, un’ obstruzione del dotto 
comune e presente e cio pub distracci dal 
sopramenzionato e primario fattore 
etiologico, come responsible per la dila- 
tazione dei picoli dotti biliari alia super- 
fice del fegato. 

La rottura della cistifillea pub avve- 
nire o nella regione del fondo, o in quella 
del collo. In quest’ ultimo caso, la rot¬ 
tura del diverticolo di Luschka pub 
essere considerato come il fattore cau- 
sale. 

Una colecistite cronica con esacerba- 
zione acute e responsabile per la necrosi 
circoscritto che tende alia perforazione. 

La rottura del dotto biliare extraepa- 
tico e sempre il risultato di una necrosi 
da pressione, dovuta a un calcolo, in pre- 
senza di una colangite acuta flemmo- 
nosa. 


TO OUR MEMBERS 

Technical exhibitors need concrete evidence of your personal interest 
in their exhibits. Please register at their booths in order to demonstrate 
that it pays to exhibit at the Annual Meeting of the International College 
of Surgeons. Our income from these exhibits pays a part of the cost of 
».ur Annual Meeting. Aside from this, you yourself will benefit from visit¬ 
ing each or them. 


HIE ARRANGEMENT COMMITTEE 



RESUME 

Quelques anciens auteurs et qttelques 
anciens livres 

II est presente des details sur quelques 
medectns de renom qui furent ecrivains, 
laiques ou scietltifiques. Les faits re- 
cueilles nous montreiit fes heureux resul- 
tats d’avoir collectionne d'anciens livres 
de medecine. Cette collection renferme 
un total d’environ deux mille volumes. 

ZUSAMMENFASSUNG 

Einige alte Verfasser imd eiiiige 
alte Biicher 

Einzelheiten liber hervorragcnde 
Aerzte die Schriftsteller gewesen sind, 
sowohl auf allgemeinem wie auch auf 
medezinischen Gebiet, warden dargebo- 
ten. Die berichteten Tatsachen sind die 
wertvollen Ergebuisse der Getvohnheit 
alte medezinisclie Bucher zu sammeln. 


Diese Sammlung umfasst nun ungefahr 
2,000 Bande. 

— — - sumario ' ~ J 

Algunos Autores Viejos y Algunos 
Libras Viejos 

Detalles con referencias a algunos 
medicos prominentes que ban sido escri- 
tores, arnbos lego y profecional, son pre- 
sentado. La verdad colectada es el pro- 
ducto obtenido en la mania de colectar 
libros viejos, csta colecion hace un total 
como de 2,000 volumenes en la actuali- 
dad. 

RIASSUNTO 

Vecchi autori e vecchi libri 

L’nutore ci presents medici promi- 
nenti, che furono scrittori, sia laici o 
scintifici. I particolari raccolti sono il 
feiice risultato di una collezzione di put 
di due mila vecchi libri di medicina. 


Publication of the Royal Microscopical Society’s 
journal will be continued, although the celebra¬ 
tion of the centenary ot the society was cancelled. 
It has been announced that it may be necessary 
for the time being" to curtail the number of ordi¬ 
nary meetings normally held in London during 
the session. 


Dr. Owen H. Wangensteen, professor and 
head of the department of surgery at the Uni¬ 
versity of Minnesota Hospitals, has received a 
grant from the Committee on Scientific Research 
of the American Medical Association for a study 
of the physiologic rationale of operations per¬ 
formed for the relief of duodenal and gastric 
ulcer. 


Dr. George R. Minot, professor of medicine 
at the Harvard Medical School, was presented 
with the Gordon Wilson Medal of the American 
Clinical and Climatological Association at the 
meeting on October 10 at Saranac Lake, N. Y 
He gave the Gordon Wilson Lecture before the 
association on that occasion. 


Dr. Oswald Svvinney Lowslcy, of New 
York, has been made an officer of L'Ordre Na- 
tionale de Honneur et Mcrilc by President Vin¬ 
cent of the Republic of Haiti. Dr. Swinney was 
honored for bis distinguished services to the 
Haitian medical profession in instructing them 
in urological surgery. He has also been made 
an honorary professor in the Faculte dc Medicine. 


INQUIRIES ABOUT PAPERS FOR THE ASSEMBLY, ETC., SHOULD BE 
ADDRESSED TO DR. CHARLES H. ARNOLD, SECRETARY OF THE SCIEN¬ 
TIFIC ASSEMBLY, 908 TERMINAL BUILDING, LINCOLN, NEBRASKA. 


436 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


library*, and there were, among the 
number, two volumes which I considered 
almost priceless. These were textbooks 
on anatomy. One was compiled by 
Nathaniel Highmore (1613-1684), the 
celebrated English anatomist of Antrum 
of Highmore fame, in 1651, and the 
other, in 1627, by the noted Dutch anat¬ 
omist, Adrian van Spieghel or Spigelius 
(1578-1625). whose name is associated 
with the Spigelian lobe of the liver. 

My interest in “collecting” was re¬ 
vived about 15 years ago, and I now 
have on file more than 2,000 volumes, 
combining*, probably, one of the most 
complete private collections of works on 
obstetrics and gynecology in this section 
of our country. 

Historical sketches of some of the out¬ 
standing physicians with whose biog¬ 
raphies I have become acquainted in the 
pursuit of this hobby are herein pre¬ 
sented. 

OLDEST MEDICAL WRITERS 

Hippocrates. A short distance off the 
coast of the Cnidian Peninsula is the 
little Island of Cos. This is about the 
size of the Isle of Wight in the English 
Channel. It is about 95 square miles 
in area, corresponding to the size of 
Washington, D. C. Here there occurred 
one of the most important incidents in 
all medical history, the birth of Hippo¬ 
crates. Incidentally, it was here, also, 
that Ptolemy Philadelphius was born in 
311 B.C. 

The birth of Hippocrates took place 
in 460 15.C.. only a few short years after 
some of the most momentous episodes in 
ancient history, including the decisive 
defeat of Darius on the Plain of Mara¬ 
thon (490 B.C.). It was also only ten 
years after the Persians were completely 
destroyed in the naval battle of Salamis 
(4S0 B.C.>. 

This period wa> noted as. the Golden 
Age o f Greece. It was the age of Soph- 

* Je::ersc:i M«hcat College ci Philadelphia. 


odes, Aeschylus, Pericles, Herodotus, 
Plato, Socrates, Phidias and a host of 
others. 

Plippocrates received his preliminary 
education (I suppose one should desig¬ 
nate it premedical education) at Selym- 
bria, near the present site of Constanti¬ 
nople (Istanbul) and his medical educa¬ 
tion in the School at Cnidus. 

Of the medical works of antiquity, 
those of Hippocrates are probably not 
only the best, but the most widely known. 
His little book of “Aphorisms” is one 
of the great classics of all literature, and 
the first sentence takes first rank with 
those most frequently quoted today, 
namely: “Life is short, art long, occa¬ 
sion fugitive, experience delusive and 
judgment difficult.” Like Galen, living 
600 years later, Hippocrates was one of 
the most prolific writers of the pre-Chris¬ 
tian era. 

In his medical works there is found 
for the first time a description of the 
methods employed in collecting clinical 
records, as well as the technic of bed¬ 
side study (I was almost tempted to say 
“the bedside manner”). Hippocrates 
may be regarded and, indeed, is not in¬ 
frequently referred to as the Sydenham 
of ancient medicine. The works of Hip¬ 
pocrates cover almost every conceivable 
aspect of medicine and surgery. In some 
respects his methods of study and treat¬ 
ment compare favorably with those 
practised today. 

Papyrus Ebcrs. However, the oldest, 
largest, most complete and most perfect 
medical book extant which antedates 
Hippocrates by more than 1,200 years, is 
“The Papyrus Ebers.” This “book” was 
found with the “Edward Smith Papy¬ 
rus” in a metallic case between the 
thighs of a mummy near Thebes and 
was obtained in 1872 by the noted Ger¬ 
man Egyptologist, George Ebers. It is 
now one of the most precious treasures 
of the University of Leipzig, Germany. 
The Edward Smith Papyrus is in the 
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padded with felt before this list strip is aj - Mipciior .irtictilar process of one vertebra hav- 
plied. The method of application «-f these i» n he come dislocated onto the dorsal aspect 

strips is illustrated in Figure 1 ot tin inferior articular process of the verte- 

The affected vertebrae h.nim> been mfil- but pioMinal to it. As explained by Bohler, 
trated with local anaesthesia, the patient is sus- it i' not possible to effect reduction of this 



Fig. 1. Patient suspended after local anesthesia has been applied to the 
injured area. Lateral x-ray film is being taken to see whether reduction is 
satisfactory. 


pended as illustrated in Figure 1, and a lateral 
roentgenogram is taken. As it is not possible 
to use a “bucky”, the resulting film does not 
show great detail, but it is sufficient to show 
whether reduction has taken place. 

In the case of lumbar vertebrae, failure to 
obtain reduction is almost certainly due to the 


dislocation without open operation. This should 
be done immediately. The patient should then 
be resuspended for another x-ray photograph. 

When it has been ascertained that reduction 
has been satisfactorily effected, the patient is 
sewed into a stockinet vest and a plaster jacket 
is applied (Fig. 2). The plaster jacket must be 
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FAMOUS ENGLISH WRITER 

Thirty-five years after the appear¬ 
ance of the work of Vesalius. there was 
horn on the Kentish Coast of England, 
at Folkstone, a baby boy who 197 rears 
prior to the foundation of the Jefferson 
Medical College gave to the world the 
first description of the circulation of the 
blood (1628). This made Il'illiani Har¬ 
vey (1578-1657) the most distinguished 
physician of the seventeeth century and 
probably the greatest English physician 
in all history. 

Harvey’s discovery was regarded as 
the most momentous contribution to 
medicine since the time of Galen. 1500 
years before. William Harvey died in 
1657, at the age of seventy-nine, twenty- 
nine years after the publication of his 
discovery. 

Harvey was not only devoted to 
medical science, but he was. likewise, 
always deeply interested in the welfare 
of his neighbors, especially the poor of 
his native town, and to these he gen¬ 
erously bequeathed a large part of his 
estate, typifying the ideal gentleman of 
old England. Here it might be of inter¬ 
est to mention, also, that in 1628, Wil¬ 
liam Harvey delivered the Lumleian 
Lecture at the annual meeting of the 
Royal College of Physicians, in London. 
Two hundred and ninety-six years later 
(April 3, 1924), this lecture was de- 
livered by the late and universallv be¬ 
loved head of the Department of Medi¬ 
cine in our Institution. Doctor Thomas 
McCrae. 


ARABIAN A NO TURKISH WRITERS 

llefore continuing my remark - in a 
chronological way. may 1 beg vmir in¬ 
dulgence while I reier briefly to two 
noted authors <<f the tenth and eleventh 
centuries, one an Arab, the other .a Turk. 


AVn.'tav. 1 he nr-: 
was tlie directing ii 
founder, a> ''-’.net 
celebrated h->'pi:a! : 
dad. "-ace t.'.e pro 


L / .atr t’.v t .Sf ,t ). 1 ig ^ , 
tUoiigb n->; the 

claimed. >ii the 
A- 1 n\ of 

- c ' : - ; “ge't and 


richest city in the old world, the city of 
“Sindbad the Sailor,” "Aladdin and The 
W onderful Lamp,” "Ali Baba and the 
Forty Thieves" and the other “Thou¬ 
sand and One Arabian Nights.” 

As a clinical portrayer of disease, 
Rhazes is said to rank with Hip- 
poci ates and Sydenham. His descrip¬ 
tion of smallpox and measles, the first 
authentic account of these diseases, will 
forever be included among the classics 
of medicine. 


*• nc emuecl 


— pui Li cii l urew ox small- 
pox and measles is so clear and complete 
as to resemble a description of these dis- 
ot dei s as found in the modern textbooks 
of today. Rhazes also compiled an ency¬ 
clopedia of medicine, called “El ITawi” 
or /Continents.” This is a large work of 
. ( two . column pages, measuring 
eighteen inches in length and twelve 
inches in width. 

A Latin edition of this book, which I 
am fortunate enough to possess, is a 
masterpiece of typographical art and 
was printed in Venice in 1506. It was 
rebacked with a copy of the original 
binding some time in the eighteenth 
century. The lire face states, “The work 
covers the whole science and art of medi¬ 
cine m twenty-five books.” 

. iz'iccima. Rhazes was succeeded 
many years later (about 100) in Bagdad 
by the ‘‘Prince of Physicians,” Avicenna 
m. in 1 urkish, Ibm Sum. He was born 
m l,u ' lara ( N80 A.D., of Turkish and 
n “ l 1 ersiaii parentage, as formerly 
taught. A study recently conducted by 
file L mver.sityot Istanbul would seem to 
prove conclusively the Turkish origin 

/ lls outstanding figure in medical 
History. 

Avicenna was noted not only for his 
ent\c ()pedic, contribution to medicine, 
, lh ( an " n ’” a.bilge volume of 610 
mm ',- ,Ut ’ a !^ , ‘ tor , his contributions to 
in -41 " l 'i'i to pies, more than 100 

-j-' , k ‘ ila : cv V n keen called the 
m or Geology, because of his re- 
m.t, ka.blu de-cripnon of the origin of 
mountain-,. ^ U1 
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2USAMMENFASSUNG 

Die Behandlung der Brust mid 
Leitdenivirbelfrakturen 

Es wird eine Methode fur Korrektur 
der Verschiebungen der Wirbelknochen 
angegeben. Es ist eine Kombination der 
Methode einen starken Zug an den Bei- 
nen in gesenkter Lage anzubringen und 
der Methode die obere Korperhalfte auf- 
zurichten, um auf diese Weise eine 
Uberstreckung der Wirbelsaul zu er- 
reichen. 

SUMARIO 

Traiamiento de las Fracturas dc las 
Vertebras Toraxicas y Lumbarcs 

Un metodo para reduccion del despla- 
zamiento de los huesos de las vertebras 


es descrito. Este es turn comhmacidn del 
metodo de aplicar tracciones fuertes de 
las piernas en la pnsicinn de pronacion v 
de el metodo de levantar la mitad supe¬ 
rior del cuerpo con el objeto de producir 
hiperextencion dc la espina dorsal. 

RIASSUNTO 

Trattamento delle fratture dclle vertebre 
toraciche e lombari 

Viene discritto un metodo di riduzione 
del dislocamento delle ossa vertebrali. 
Ouesto e una combinazione del metodo 
di applicare trazione forte sulle gambe 
in posizione prona, e quello di sollevare 
la meta superiore del corpo, da produrre 
una iperestensione della spina. 


Awarded Keys 

Four physicians were awarded gold keys in 
recognition of distinguished accomplishments in 
physical therapy at the meeting of the American 
Congress of Physical Therapy held in New York 
City on September 6. Awards were made to 
Dr. Edward C. Titus, of New York, for his 
research in electrotherapy and light therapy; 
Dr. A. Bern Hirsh, of New York, for his or¬ 
ganization of physical therapy departments in 
hospitals and clinics; to Dr. Joseph Riviere, 
of Paris, for the introduction of electro-surgery 
into medical practice; and to Dr. James B. 
Mennell, of London, for contributions to physi¬ 
cal medicine, particularly in massage. The pre¬ 
sentation was made by Dr. William Schmidt, 
prseident of the congress. 


Dr. William Combe Wilson has been ap¬ 
pointed to the regius chair of surgery in the Uni¬ 
versity of Aberdeen made vacant by the appoint¬ 
ment of Professor James R. Lcarmonth to the 
chair of surgery in the University of Edinburgh. 

Sir Frederick Banting, professor of medical 
research at the University of Toronto, has en¬ 
listed as captain m the fifteenth General Hospital 
of the Canadian Army Medical Corps. 

Charles F. W. Illingworth, M.D., F.R.C.S., 
has succeeded Prof. Archibald Young as Re¬ 
gius Professor of Surgery in the University of 
Glasgow. Prof. Young's term of office ended 
September 30. 


THE NATIONAL ASSEMBLY OF THE UNITED STATES CHAPTER OF THE 
INTERNATIONAL COLLEGE OF SURGEONS WILL BE HELD FEBRUARY 
11 TO 14, 1940, AT VENICE, FLORIDA, UNDER THE DIRECTION O INTER¬ 
NATIONAL PRESIDENT-ELECT DR. FRED H. ALBEE AND , RESI¬ 

DENCY OF DR. FREDERICK M. DOUGLASS. 
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which involved the entire small intestine; errors in the disposition of the midgut 
there were 22 males and 12 females, were found by him in a brief review u 
Leonard, reporting- 22 cases of volvulus the literature. Congenital factor- fo - 
at the Newton Hospital in 10 years, had quently noted are: a long or rela.se I 
13 males and 9 females. Pizzagalli re- mesentery, short attachment of the nic- 
ports cases in 3 males and one^female, sentery root, shortening of the yeri.«al 
In Weible’s series of 64 cases, there were attachment to the posterior abdominal 
51 males and 13 females. Isaacs, from wall, insufficient fixation of the intestine, 
St. Bartholomew’s Hospital, records 16 nonrotation of the common mesentery 

males and 9 females. and . of th , e ,a ^ e . a " d , sn | al1 intestln< : 

during cmbryological development, and 


AGE 

Volvulus, although quite generally 
attributed to congenital defects, is defi¬ 
nitely associated with adult life. Lawson 
gives the average age as 45 years. 
Isaac’s series gave only two cases in pa¬ 
tients under 20 years of age; 12 were 
between 20 and 50 years; 10 between 
50 and 70, and one over 70. However, 
single cases of volvulus of the newboin 
have been reported (Trillat and Boulez, 
Tissicr and Mercier, Metzger, Dott, 
Gonnet and Desjacques, Oberling, 
Spencer, Anderson, and Pitt). Irillat 
and Boulez beliewe that cases in the new¬ 
born may be more frequent than their 
diagnosis or verification would indi¬ 
cate. When a newborn of apparently 
normal constitution dies without afford¬ 
ing satisfactory clinical justification, in¬ 
testinal occlusions are very frequently 
found _ invaginations, diaphragmatic 
hernias, and volvulus. Volvulus leads in 
such occlusions, according to the sta¬ 
tistics of Ecoffet (20 per cent). 

EMBRYOLOGY AND ETIOLOGY 

Borow and Borow say that, when one 
considers the embryology of the alimen¬ 
tary canal, one is surprised that anoma¬ 
lies of intestinal rotation are not more 
common, and they, like Trillat and 
Boulez, believe that such cases occur 
more frequently than recorded, owing 
to the absence of symptoms. 

Normal embryology of the alimentary 
canal is described and illustrated by 
Dott. While true malposition of the 
foregut and hindgut is comparatively 
rare, 45 records of gross developmental 


an unusually long small intestine 
(Wechsberg).* Cases in the newborn, 
in infants, and in young people are com¬ 
monly associated with malformations of 
the mesentery or of the intestine (Dott, 
Poynton, Kredel, Daclcer, Donati, Bo- 
heme, Eschbach, Hertig, Leischner, Mo- 
rimoto, Pescatore, Phelip, Poulsen, Tra- 
vinski and others), the greatest number 
being, it would seem, due to a common 
mesentery (Azbukin, Beerger, Dietricj, 
Biliington, Danielson, Helmsmuller, 
Steinke, Tagehansen, Kirchenberger, 
ICiittner, Leichtenstern, Perez-Fontana, 
Vigi, and others). The volvulus in these 
cases with common mesentery involve 
more or less extensively the small intes¬ 
tine, cecum, and not rarely the ascend¬ 
ing and even the transverse portions of 
the colon. 

Acquired structural changes are also 
discussed in the etiology of volvulus, 
more especially in the adult. Frequently 
such changes are associated with previ¬ 
ous operations or inflammatory adhe¬ 
sions or bands following appendicitis or 
peritonitis from any cause. The presence 
of a cyst or tumor may change tile 
weights and balances of the mechanical 
arrangements within the abdomen. Ab¬ 
dominal contusions are also found 
among the cases reported. However, 
Luke says that congenital causes were 
responsible for all cases that lie collected 
of volvulus of tile entire small intestine. 
Interesting in this connection is the case 
reported by Fletcher in which volvulus 


•For a bibliography on congenital anomalies of the 
intestine see Dott. 
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in all literature. In his youth he was pressed by Pope, was a man "too proud 
strictly a “plav bow” heedless of oppor- of the right to pursue the expedient,’’ 
tunitv and spending most of his early Sir Joshua Reynolds and. no doubt. Doc- 
life on the Continent as a flute player, tor Samuel Johnson, with his noted 
an itinerant musician. biographer, James Boswell. 


Although his veracity was of a ques¬ 
tionable nature, he was. at the same time, 
most gullible and trusting. In writing 
his history of Greece, for example, he 
was almost tricked to include an account 
of a frightful battle between the armies 
of Alexander the Great and Montezuma. 


Keats. Finally, the last member of 
this little group, horn thirty years be¬ 
fore our college was opened and pre¬ 
senting to the world at the age of 
eighteen some of the sweetest lyrics ever 
to flow from the pen of man, is John 
Keats (1705-1821). 


It was in the "Traveller." "The De¬ 
serted Village" and "The Vicar of 
Wakefield" that Oliver Goldsmith taught 
us, as exemplified by his father, dear old 
Doctor Primrose, how to "learn the 
luxury of doing good." 

It was the Vicar who also said. "1 
was ever of the opinion that the honest 
man who married and brought up a 
large family did more service than lie 
who continued single and only talked of 
population. 

Who among us can ever forget the 
lines of the Ballad in the "Vicar of 
Wakefield," reading: 

Then, pilgrim, turn, thy cares forego: 

All earth-born cares are wrong: 

Man wants hut little here helow. 

\'or wants that little lung. 


To his friend. Sir loslma Reynolds, he 
dedicated "The Deserted Village." and 
•'She Stoops To Conquer, to Samuel 
lohnson. "The Traveller" was dedicated 
to his brother. 1 lenry. 

, )jj vcr t ioldsmi'.h was born in Ireland. 
,, n Xovetnher 10. 1728. ninety-seven 
,;, M -s before the founding of our medical 
wh, .ol. 1 le died, probably fr.-m an <wer- 
,,f an opium preparation prescribed 
bv lum-eif. in L> ud' mi the fourth of 
177 k it: hi- forty-sixth year. He 
p foe ie'.cce • luirch \ nrd 


.\n: 


re'- e. c. o <- 


:ev. ■ cc ;'!• 'a-. nl in 
'•.te V. lack 'UW'o-ed 


•Wed :U' Cof- 

O' eX- 


After studying medicine at St. 
Thomas' and Guy’s Hospitals, he quali¬ 
fied as a physician, it is recorded, at the 
age of twenty. He died in Rome in 1821 
of tuberculosis, probably contracted 
from his brother, Tom, and is buried in 
the Protestant Cemetery in that city. Plis 
epitaph, written by himself, reads: 
"Here lies one whose name is writ in wa¬ 
ter." Thirty-two years ago this month 
I stood in homage with many other pil¬ 
grims beside his grave. 

Literature was a part of this youth’s 
birth. It was the main part. Among his 
intimate friends were Leigh Hunt, of 
"Abou Ben Adliem” fame and Shelley, 
world renowned for his masterpiece: 
"Prometheus Cnbound.’’ Keats’s first 
book of poems, published in ISIS, was 
dedicated to Leigh Hunt. 

At the age of 23, only three years be¬ 
fore his death. John Keats bequeathed 
to the world “ findymion.” The first line 
of thi< literary classic is probably more 
midely known and more frequently 
quoted than any other in the English 
language: "A thing of beauty is a joy 
f< irever." 

SUMMARY 

a 

Details concerning some of the out¬ 
standing physicians who have become 
writers, both lay and professional, are 
presented. The facts recorded are the 
fruitful product of the hobby of collect¬ 
ing old medical books, this collection now 
totaling -ome 2.000 volumes. 
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Radiologic diagnosis is seMi-i- ncii- 
tioned and usually the picture v m ch is 
taken without preparation with ha-tum 
enema in intestinal occlusion call? atten¬ 
tion to stasis situated at a distance front 
the lesion. Gautier reported a ca-e of 
volvulus in which “the radioscopic 
image was characteristic and permitted 
localization in absolute fashion of the 
lesion in the small intestine." It was 
sufficient, he stated, to indicate the 
necessity of making a median incision. 
His presentation lacks interest, however, 
because he was unable to show his find¬ 
ings to his colleagues. In Stalker’s 
case, a roentgenogram of an adult re¬ 
vealed gaseous distention of several 
loops of small intestine with probable ob¬ 
struction of the ileum. 

TREATMENT 

Lacking a more definite diagnosis 
than intestinal obstruction, or acute 
surgical abdomen, the indications for 
immediate laparotomy are none the less 
urgent. There must be no waiting for 
evidence of complete obstruction, for 
distention of the abdominal wall, or any 
other of the cardinal symptoms. Stalker 
delayed operation in his patient, an adult, 
because he believed him to be too ill for 
surgery'. His condition was brought to 
a maximum degree of improvement by 
means of blood transfusion, intravenous 
administration of saline, and continuous 
duodenal suction and the general meas¬ 
ures of conservative management of in¬ 
testinal obstruction and peritonitis. 
Operation was then undertaken without 
further delay. Without operation there 
can be only a fatal outcome. 

Operation is now rather generally lim¬ 
ited to simple detorsion and return of 
the bowel to the abdominal cavity in 
a position as nearly normal as possible, 
with the least possible trauma and in the 
minimum of time. The intestine must 
be eviscerated and rotated en masse and 
not loop by loop. 

In some of the early cases, gastro¬ 
jejunostomy or some short-circuiting 


anastomosis was performed, followed by 
death in a few hours. Such operations 
as folding or shortening of the mesen¬ 
tery. fixation of the cecum, and similar 
procedures, have now been completely 
abandoned. Philipcowicz sutured the 
mesentery to the posterior abdominal 
wall after replacement in good position, 
hoping thus to - prevent recurrence. 
While a history of previous attacks is 
frequent, postoperative recurrence does 
not seem to be a danger. Certainly in 
the newborn and in infants, in a condi¬ 
tion of poor operative risk, the prompt 
completion of the operation with a mini¬ 
mum of handling overrides in im¬ 
portance all other considerations. Resec¬ 
tion is necessary if the vitality of the in¬ 
testine is definitely compromised 
( Jacques, Droegenuiefler, and Buchbin- 
der). The appendix is removed when 
found swollen or inflamed. 

• PATHOLOGY 

Pathology found at operation or at 
autopsy is that of intestinal obstruction 
and interference with circulation. The 
condition of the intestine was satisfac¬ 
tory in the majority of cases. 

The rotated bowel is discolored, violet 
to black, depending upon the amount of 
circulatory interference; tile mesenterv 
is injected, the bowel collapsed below 
the twist. The colon may appear smaller 
than the distended small intestine. The 
stomach may also be markedly dilated, 
even to twice normal size. In one in¬ 
stance, in an adult, the greatly distended 
intestine popped out of the abdominal 
incision and ballooned out ill loops like 
an inflated inner tube of an automobile 
tire. Spontaneous perforation occurred 
in a newborn with partial volvulus (Tril- 
lat and Boulez!. In an adult, manipula¬ 
tion caused rupture of the distented 
bowel (Stacy). 

In most instances, according to Law- 
son, the twist is through ISO degrees, 
but may be 90 degrees (even in a fatal 
case) up to that of Garrow’ ,nlt ' who 
had a twist of three an-’' If time 



TREATMENT OF FRACTURES OF THE 
THORACIC AND LUMBAR VERTEBRAE 
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T HE treatment of fractures of the 
thoracic and lumbar vertebrae has 
been so adequately dealt with by 
Bohler 1 in his book that there is no ad¬ 
vantage to be gained by wasting time 
and space in recapitulation and readers 
are advised to study Bohler’s book for 
themselves. I will content myself by indi¬ 
cating in what ways I have departed 
from the methods which have been so 
ably described by Bohler. 

The method which I employ in the re¬ 
duction of displacements of the bones 
of the vertebrae is a combination of the 
method of applying strong traction to 
the legs in the prone position, originated 
by Davies 2 , and of the method of raising 
the upper half of the body in order to 
produce hyperextension of the spine as 
described by Watson J ones 3 . 

TREATMENT OF PARALYSIS 
When first seen the patient is thor¬ 
oughly examined with a view to de¬ 
termining the site of the lesion and the 
extent, if any, of the paralysis. If ex¬ 
tensive paralysis, including retention of 
urine, is found, a Pezzar’s self-retaining 
catheter is inserted suprapubically by 
means of a trocar and cannula. Such 
patients are usually anaesthetic and so 
local anaesthesia is not called for. I am 
opposed to the use of an indwelling ure¬ 
thral catheter as advised by Bohler. I 
have found that a self-retaining supra¬ 
pubic catheter is more comfortable for 
the patient and much less likely to give 
rise to urinary tract infection than an in¬ 
dwelling urethra! catheter. 

If there is only partial paralysis which 
includes the bladder, there is no itecessitv 
for the self-retaining catheter because it 


usual for 


Da rah 


to pass on 


rapidly if immediate reduction and appli¬ 
cation of a plaster jacket is carried out 
I he urine should be drawn off with all 
aseptic precautions as often as is nec¬ 
essary until the patient commences to 
pass urine by himself. 

In cases of paralysis reduction must 
be carried out at once. I apply a plaster 
jacket whether the paralysis is complete 
or whether it is only partial. The next 
clay, it there is no sign of improvement 
m the paralysis, I apply skeletal traction 
to the legs from the tibia! tuberosities 
and place both legs in Braun's splints 
as described by Bolder. The plaster 
jacket is then split clown each side from 
the axilla to the greater trochanter of 
the temur, thus converting the jacket 
mto an anterior and posterior shell. 

In cases without paralysis reduction 
may be postponed for a dav or two if 
such a course should he found conveni¬ 
ent. 

METHOD OF REDUCTION 

Anteroposterior and lateral roentgenograms 

etfeet C takcn ’ 0,,c Proceeds to 

cttect reduction of the displacement found 

frnn Y l em P lo * ed an ordi "ary Balkan 

V , ho ,' vever ’ I have had constructed 

J • a .‘ lugher and ^vier frame which 

c hod'es the same principle. This frame is 

c l ! 1 ,U F' r - 1 An even better frame 

fac f-7 m metaI tubin S with castors to 

lucUitate movement. 

xi-vir^T tU T I>C \ U1 thc f Jatient » strips of 

chin Th r~ U111 ' ° >Cf '■ ? ne stn P su Pports the 
»in- 1 here is one strip for the right arm and 

^o on lh 1 ’ V 'I 10 ' ,cft ann ‘ A fourth strip 
K ir! Y under behind 

. ' ' jttb s,n P ih used for applying 

ITT 1 ,<J the k -'- Tiie ankles should be wed 

TfV !u '° inch « wide, 

’•'< extern co-ti-iV - n I*’ not procurable in 

“ n,! SGm ‘-' substitute would be re- 
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sympathetic plexus from Mrnn^uiation 
of the small intestine and rapid absorp¬ 
tion of toxins. The general condition of 
the patient and the pathologic condition 
found at operation are important factor** 

For acute volvulus of the small intes¬ 
tine the mortality for cases in which only 
the ileum is involved is about 30 per cent 
lower than for those in which the entire 
small intestine is involved. For those 
cases operated after 48 hours the rate is 
75 per cent and over. Nino della Mano 
reports six cases of detorsion with one 
death. Dott reports a case of prompt re¬ 
covery after detorsion in a boy of five 
with chronic volvulus (Rixford’s case). 
A recovery after operation for volvulus 
in a four-day-old infant is reported by 
Borow; the twist was reduced by rota¬ 
tion and the abdomen closed without 
drainage. Postoperative treatment in¬ 
cluded blood transfusion; clysis of saline 
solution and 5 per cent dextrose; enemas 
of milk and molasses; lavage, irrigation 
and stupes. This patient, according to 
Borow, was the youngest on record in 
whom recovery occurred. 

CASE REPORT 

On May 3, 1938, a boy two years old, ap¬ 
parently in perfect health, was suddenly seized 
with severe abdominal pain while out for a 
ride in a go-cart. There had been no unusual 
food ration. He had had his breakfast at 8 
a. in. and the onset of pain was at 10:30 a. m. 
His nursemaid quickly took him to his home 
and an internist was called. The child vomited 
once a few minutes after onset of pain. There 
were no bowel movements. When the internist 
arrived, about one hour after the onset, she 
found the child in shock, the abdomen was very 
sensitive to touch, and a palpable mass could 
be felt above the umbilicus. The internist made 
a rectal examination but no mass could be felt. 
There was no blood on the examining finger 
as is usual with intussusception. Rectal tem¬ 
perature was 99° F. A diagnosis of acute in¬ 
testinal injury due to volvulus, internal hernia, 
or intussusception was made. I was called in 
consultation and agreed with the diagnosis 
made by the internist. 

A white blood count was made at the home, 
which showed 14,000 leucocytes and 90 per cent 


L\ i : O RSI OX OF MESENTERY 

P> i ^ inurphonuclears. of which 29 per cent were 
*1.4 1 *o-nis 

7 he child was then taken to the St. Francis 
Hn-pital where a pediatrician and another sur- 
gei"i met us in further consultation. By this 
tmse the child showed little shock and seemed 
tu he better. 

A barium enema roentgenogram was made 
and the colon was found to be fairly normal. 
The report read: “The entire colon is some¬ 
what larger than average normal. There is no 
evidence of organic abnormality. There is some 
collection of gas in the small bowel in the right 
upper quadrant, but it is not marked. Impres¬ 
sion: Essentially normal colon; moderate 
amount of gas in the small bowel in the right 
upper quadrant.” 

A second blood count was made at 2:30 
which showed 11,800 leucocytes, 83 per cent 
polymorphonuclears and 11 per cent stab 
forms. 

A palpable mass could still be felt above 
the umbilicus, but it was not so marked as it 
was soon after the onset of pain. We still 
felt that a surgical condition existed, but de¬ 
cided to give intravenous normal salt solution 
plus 5 per cent dextrose before opening the 
abdomen. During the time the intravenous so¬ 
lution was being given the child’s condition 
grew worse. The temperature began to rise 
rapidly and^a third blood count at 5 p.m. 
showed 16,700 leucocytes and 85 per cent 
polymorphonuclears with 41 per cent stab 
forms. The red count and hemoglobin were 
within normal range for all counts. At the 
time of operation the temperature was 102°. 

Operation. The abdomen was opened by the 
high midline incision about seven hours after 
onset of pain. Free bloody fluid was found on 
opening the abdomen. On lifting up the trans¬ 
verse colon and omentum, the small intestines 
appeared, twisted and massed together, in the 
upper abdomen. The entire mass of small in¬ 
testines up to the duodenum was rotated about 
the mesenteric axis—from left, across in front, 
to right (Fig. 1)—so that the folds of mesen¬ 
tery were tightly twisted together close to the 
spine. Some loops of small intestine were 
greatly distended and discolored. When this 
mass was untwisted, we found a marked exu¬ 
date between the folds of mesentery, where 
they had been pressed together. Many of the 
lymphatic glands in these folds were as large 
as small marbles and showed hemorrhagic 
areas. There were no adhesions in the abdomen 
to have caused the extensive volvulus of the 
entire mass of small intestines It is difficult 
to explain the mechanr«ni by which it took 
place. 
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impadded except at the anterior superior iliac 
spine, the anterior portion of the iliac crest, 
the sacrum and the spinous processes of the 
damaged vertebra; these areas should be pro¬ 
tected by felt. It is essential that the plaster 
jacket grip the shoulder girdle, both in front 
and behind, and the pelvic girdle, especially 



Fig. 2. Plaster jacket applied for fracture of first 
lumbar vertebra. 


the application of the plaster jacket, is now 
threaded from within outward through the 
small hole in the plaster jacket. The patient 
is thus made fairly comfortable. 

FRACTURES OF TRANSVERSE PROCESS 

Fracture of the transverse process of 
the lumbar vertebrae is much more 
common than is supposed and usually 
passes undiagnosed unless a skiagram is 
taken of almost every case of severe 
strain of the muscles of the back. A 
typical cause of this type of injury oc¬ 
curs when a person seated in the rear 
seat of a motor car is suddenly flung 
forward. I find the most satisfactory 
treatment in these injuries is to supply 
adequate splintage, utilizing strips of 
zinc oxide strapping. Pain disappears 
immediately and the patient is then able 
to do light work. 

SUMMARY 

A method for reduction of displace¬ 
ments of the bones of the vertebrae is 
described. This is a combination of the 
method of applying strong traction to 
the legs in the prone position and of the 
method of raising the upper half of the 
body in order to produce hyperextension 
of the spine. 
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Traiteinent des fractures des vertebres, 
thoraciques et lombaires 

L’auteur decrit une methode pour la 
reduction des deplacements des os de la 
colonne vertebrale. La methode com¬ 
bine une forte traction appliquee aux 
jambes (le sujet etant couche sur le 
ventre) a 1’elevation de la moitie supe- 
rieure du corps; le desideratum est 
d’obtenir une hyperextension de la 
colonne. 
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R£SUM£ 

Volvulus de la totalitc de I'iutestin grele 

Un enfant, age de deux ans et, appare- 
nnnent, en excellente sante a une attaque 
soudaine et aigue de douleur abdomi- 
nale et de choc sans cause apparente. 
Un lavement baryte montre un colon 
normal. Le compte globulaire sanguin 
et la temperature indiquent_ une lesion 
abdominale aigue. A 1’operation, on 
trouva un torsion de la masse entiere 
de l’intestin grele a son attachment me- 
senterique. Le gros intestin ne presen- 
tait aucune lesion. On corrigea la con¬ 
dition et l’enfant se retablit tout-a-fait. 

ZUSAMMENFASSUNG 

Volvulus dcr Gcsamuiten Masse des 
Diinndarms 

Kin zweijahriges Kind, das anschei- 
nend vollstiindig gesund war, erkrankte 
plotzlich mit sehr starken Leibschmer- 
zen ohne ersichtliche Ursachen. Bari¬ 
um-Enema zeigte normalen Dickdarm. 
Blutbild und Fieber sprachen fur eine 
akute abdominelle Erkrankung. Bei der 
Operation wurde eine Drehung des ge- 
sammten Dunndarms um die Mesente- 
riahvurzel gefunden wobei der Dick¬ 
darm nicht beteiligt war. Der Zustand 


konnte durch die Operation leicht besei- 
tigt werden und das Kind ist seit dieser 
Zeit ohne Beschwerden. 

SUMARIO 

Volvulos de la Masa Entera del 
Intestino Menor 

Un nino de dos anos de edad, aparen- 
temente en perfecta salud, fue repenti- 
namente atacado con dolores abdomi- 
nales y shock sin causa aparente. Un 
enema de barium revelo un colon normal. 
El conteo de la sangre, y la temperatura 
indicaba una lesion abdominal aguda. 

La operacion demostro que la masa 
completa del intestino delgado estaba 
torcido en su insercion mesenterica sin 
afectar el intestino grueso. La condi- 
cion fue facilmente aliviada con cirugia 
y el nino ha estado bien desde entonces. 

RIASSUNTO 

Volvulo dell’entero massa dell’intestino 
tenue 

Un bambino di due anni, apparente- 
mente in perfetta salute, fu colpito im- 
provvisamente da terrifici dolori addo- 
minali con shock, senza una causa ap¬ 
parente. Un clistere con bario, rilevo 
un colon normale. L’esaine del sangue 
e la temperatura indicavano lesione ad- 
doininale acuta. All’operazione l’entera 
massa dell’intestino tenue fu travata in 
torsione al suo attaccamento mesente- 
rico, senza interessamento del colon. 
Questa condizione fu facilmente cor- 
retta dall’atto operatorio, e il bambino 
si ristabili completamente. 




VOLVULUS OF THE ENTIRE SMALL INTESTINE 
AND TORSION OF MESENTERY 

A CASE REPORT 


RALPH GOWDY, M.D., F.I.C.S. 

MIAMI BEACH, FLORIDA 


V OLVULUS of the small intestine, 
and particularly of the entire 
small intestine without involvement 
of the cecum and the ascending colon, 
is a comparatively infrequent cause of 
intestinal obstruction. It is encountered 
rarely. Its diagnosis may not be made 
promptly enough to insure successful 
operation. In fact, the condition may 
not be recognized even when the ab¬ 
domen is opened, may be found only at 
autopsy, or failing that, may not be 
diagnosed at all. The reporting of a 
case, therefore, occurring in a two-year 
old child who was operated upon with 
prompt recovery, may not be without 

interest - INCIDENCE 

The incidence of volvulus varies as to. 
country and as to age and sex. Vaughan 
('1903), in this country, collected 60 
cases of volvulus. About 30 per cept 
were of the small intestine and of this 
crroup there were 20 cases of torsion of 
the entire small intestine and mesenteiy. 
He reportd a personal case. Lawson 
( 19 ' ? 7 ) brought the number up to // 
including a personal case. He stated 
that more than half of all cases of vol¬ 
vulus are at the sigmoid flexure and a 
smaller number at the cecum; the smal 
intestine is the least commonly affected 
and in only a small proportion the en¬ 
tire small intestine is involved. The 
Massachusetts General Hospital m 20 
years had 239 cases of mtestma ob- 
Laction 29 of which were cases ot vol¬ 
vulus- of these, 10 were of the small 
intestine and one was ot the entire small 
•UiLtinp with torsion of the entire me- 
senterv At the London Hospital in 13 
years there were 669 cases ol intestinal 


obstruction, 27 of which, or 4 per cent, 
were due to volvulus, in 7 the small in¬ 
testine being involved. 

In the Italian literature, Margarucci 
and Stoppato (1925) reported 21 cases 
of volvulus of the small intestine in 72 : 3 
cases of occlusion. Nino della Mano, in 
342 cases of intestinal occlusion, re¬ 
ported 6 cases with involvement of a loop 
of small intestine; in one case there was 
complete torsion of the mesentery. Piz- 
zagalli reports from the surgical service 
of Milan Llospital, 1923-1931, 402 cases 
of occlusion, 18 of the small intestine. 

The incidence of volvulus is greatest 
in Russia and the Scandinavian coun¬ 
tries. Faltin (Helsingfors) collected 153 
cases of obstruction; 78, or 51 per cent, 
were due to volvulus; 22 per cent 
occurred in the small intestine. Spasso- 
kukozky (Russia) had 28 cases person¬ 
ally in 11 years and Skljaroff had 36 
cases in about the same period. The 28 
cases occurred in 47 cases of occlusion. 
This affords an example of the greater 
frequency of volvulus of the small in¬ 
testine in the Russo-Scandinavian as 
compared with the Anglo-American, 
Latin and German countries. In 200 
cases of pyloric stenosis (Spassoku- 
kozky), five were complicated by vol¬ 
vulus of the small intestine. 

SEX 

A number of authors mention a 
greatei iiequency in the male sex with 
such ratios as_ 2:1 and 3:2 (Donati, 
Wilms, Skjaroff, Lawson). Mclver found 
a greater frequency in males. McKechnie 
and Priestly reported 34 cases of vol- 
\ ulus of the small intestine in 25 years 
at the Mayo Clinic (37 operations, 3 of 
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BASAL METABOLISM PRACTICAL (ONSIDERATtONS 


ditis, leukemia, pulmonary tuberculosis 
and Hodgkin’s disease From the stand¬ 
point of differential diagnosis, it must be 
recalled also that hyperpituitarism, 
gigantism and acromegaly increase the 
metabolic rate on occasion up to 40 per 
cent above normal and that cardiac de¬ 
compensation may also raise it to a con¬ 
siderable level. During pregnane}’ the 
metabolic rate rises gradually until 
term, when the total increase averages 
about 20 per cent above the previously 
normal rate. 

Lowering of Kate. Minus basal met¬ 
abolic rates are common to normal as 
well as abnormal physical states. Pa¬ 
tients thus affected may be classified into 
two groups: the physically normal and 
the physically abnormal. Physically 
normal individuals with low basal rates 
may be the residents of cold climates or 
the victims of severe insomnia, under¬ 
nutrition, depressing drugs or allergy. 
The physically abnormal group may 
show minus metabolic rates either in 
combination with minus values in the 
heart rate, hemoglobin percentage, 
blood pressure readings, respiratory 
rate and other physiological factors; or 
in combination with actual evidence of 
gross pathological processes, such as un¬ 
dernutrition, obesity, dehydration, ca¬ 
chexia, hypopituitarism, hypothyroid¬ 
ism or hypoadrenalism. In the last three 
disease entities the basal metabolic rate 
may vary between minus 20 and 35 per 
cent. 

Age. The determination and interpre¬ 
tation of the basal metabolic rate of in¬ 
fants and children lacks standardization. 
Intelligent cooperation of a child under 
7 years of age cannot be assured, and to 
acquire dependable readings special lab¬ 
oratory technic and skill are required. 
Insufficient knowledge concerning the 
physiologic processes of growth and 
their effect upon the metabolism of chil¬ 
dren makes for difficulty in basal rate de¬ 
terminations. Standards derived in 
accordance with total calories for weight 
and height are universally applicable. 


Much that is stated here is common 
hiHHc ledge. yet there is justification for 
the intended emphasis when confronted 
with tile frequency with which basal 
metabolism tests are requested in unwar¬ 
ranted circumstances. Except for thy¬ 
roid and pituitary disease, pathological 
lesions constantly producing variations 
in the metabolic rate are readily diag¬ 
nosed by the usual clinical methods. 
However, a knowledge of those condi¬ 
tions in which the metabolic rate is af¬ 
fected is essential to the proper applica¬ 
tion and interpretation of the test. 

INDICATIONS FOR USE 

Metabolism tests are applied as an aid 
in differentiating hyperthyroidism from 
neurocirculatory asthenia and early tu¬ 
berculosis; in differentiating toxic from 
non toxic goiter; in estimating the degree 
of toxicity in a given case; in determin¬ 
ing whether the toxicity remains status 
quo or whether it is rising or falling, 
as shown by repeated tests; and in eval¬ 
uating and instituting preoperative 
treatment of hyperthyroidism. These 
tests are also of assistance in the evalua¬ 
tion of radiation therapy in hyperthy¬ 
roidism and in the estimation of the re¬ 
sidual basal metabolic rate during re¬ 
mission or after either radiation therapy 
or operative procedures on the thyroid 
gland. Less frequently, metabolism tests 
may be used in the differentiation of 
hypopituitarism from eunuchoidism, of 
Addison’s disease from myxedema, more 
rarely between Addison’s disease and 
chronic nephritis; to distinguish simple 
from pathological obesity; and as a 
guide in the treatment of hypothyroid¬ 
ism. 

Hyperthyroidism. The efficacy of met¬ 
abolic criteria in the diagnosis of early 
hyperthyroidism has not been estab¬ 
lished by exp 
sence of oper; 
permits of n 
llieir greatest 
formed by a 
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of the small intestine, beginning about 
eight inches above the cecum, had 
occurred at some period in intrauterine 
life. It caused trouble only when 
peristalsis started. The colon was col¬ 
lapsed and undeveloped below the vol¬ 
vulus. 

Predisposing or activating causes 
mentioned repeatedly in the literature 
are unusual effort or movements of the 
body, intestinal distention, and peris¬ 
taltic activity of the intestine. The 
greater frequency of volvulus of the 
small intestine in Russia and Scandi¬ 
navia is attributed to the elongated je¬ 
junum and to the repeated sudden fill¬ 
ing of the intestine with poorly digest¬ 
ible food (Pupini, reporting volvulus 
of small intestine in an adult). 
McKcchnie and Priestly call attention 
to the coarse, voluminous, poorly pre¬ 
pared food, associated with meteorism, 
and note that knots are more common 
in inhabitants of Finland than among the 
Finns of Minnesota. Lawson states that 
vegetarian or bulky diets result in in¬ 
testinal atony or chronic distention, thus 
largely contributing to a twisting' of the 
bowel. Purgation may be a factor in 
disordered peristalsis. 

However, cases are frequently re¬ 
ported in which congenital, acquired, or 
predisposing causes are not in evidence. 
A successful operation carried out with 
a minimum of trauma does not afford 
the same opportunity for etiologic study 
as an autopsy. 

DIAGNOSIS 

Diagnosis is always very difficult and 
often impossible. Naturally the clinical 
picture is varied according to the loca¬ 
tion and extent of the volvulus, the de¬ 
gree of rotation and the tightness of the 
twist. Symptomatology, often very 
meager, may be completely absent (Tril- 
lat and Boulez), especially in the new¬ 
born and in infants. 

Pain was the first symptom in 82.9 
per cent of the cases analyzed by 


McKechnie and Priestley. In a number 
of cases pain was so severe as to require 
morphine (Stalker). Previous .colicky 
attacks and constipation were noted in 
adults. Nausea, vomiting, constipation 
and meteorism are common. Vomiting 
is sometimes fecal or meconial. Tem¬ 
perature is frequently noted as normal 
with the pulse about 100. Such symp¬ 
toms are not pathognomonic of volvulus. 
The behavior of acetonemia, studied 
especially by Poynton in infants, the ini¬ 
tial rapid fall of blood pressure, and the 
absence of borborgimi in the initial 
phases cannot be depended upon for 
differential diagnosis with safety. When 
the rotated tract is extensive and the tor¬ 
sion occurs with great rapidity, it may 
be impossible to differentiate the condi¬ 
tion from that of peritonitis with per¬ 
foration, acute pancreatitis, and occlu¬ 
sion of mesenteric vessels. Distention of 
the abdomen, resistance of the walls, and 
extreme pain may occur with greater 
rapidity than in perforations and pan¬ 
creatitis. Diagnoses of appendicitis, ure¬ 
teral stone, or gallstone colic may not 
be ruled out. 

Patients with volvulus do not indicate 
even in an approximate manner the lo¬ 
cation of the pain in man}'- cases. Par¬ 
ticularly in the newborn, pain may not be 
in evidence. Bryant, Cabot, Morimoto, 
and other authors describe cases of vol¬ 
vulus of the small intestine with melena. 
Rapid appearance of abdominal fluid is 
noted at operation or autopsy more fre¬ 
quently than clinically. Not all cases 
present evidence of distended loops, 
peristalsis, and asymmetry. Closure of 
the bowel is not always complete. Ab¬ 
sence of constipation often delays 
diagnosis (Leonard). In the newborn, 
meconium was expelled up to the time 
of operation or until death occurred 
(Metzger). 

Lawson, in his collection of 77 cases, 
noted four in which diagnosis was not 
made after the abdomen was opened 
(Debrie, Kirmisson, Delbet, and De¬ 
lore). 
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It is necessary that technicians be fa¬ 
miliar with the regularity' in appearance 
of typical graphs and that those graphs 
be rejected as meaningless whose curves 
do not correspond to what experience 
has shown to be characteristically regu¬ 
lar. It should also be the privilege of 
the technician to suggest the repetition 
of tests whenever conviction indicates 
that previous tests are in error. A con¬ 
tinuously regular graph over a period of 
six consecutive minutes is believed ade¬ 
quate. 

Mechanical Perfection. The appara¬ 
tus, in order to afford the greatest satis¬ 
faction, should be simple and of good, 
standard quality, although not neces¬ 
sarily expensive. It should be examined 
frequently for defects and if leaks are 
found, it should immediately be repaired. 
The necessity for a closed breathing sys¬ 
tem requires the exclusion of leaks be¬ 
fore each test. Technicians who make 
numerous metabolism estimations find 
it advantageous to use two sets of ap¬ 
paratus. frequently checking the results 
obtained with one against those obtained 
with the other. The Soda-lime, through 
which the expired air is passed, must 
be of specific character and consistency 
It should be fresh and the granules 
should be of proper relative proportions 
and sufficiently hygroscopic to absorb 
moisture from the expired air. When 
stale. Soda-lime tends to cake and chan¬ 
nel. The air then passes over the 
surface or by way of the chan¬ 
nels instead of through the lime, a cir¬ 
cumstance resulting in the failure of car¬ 
bon dioxide extraction. Carbon dioxide 
stimulates respiration, which in turn 
makes tor increased muscular activity 
and greater utilization of oxygen, there¬ 
by increasing metabolism. 

Tranqui/icatmn of Patient. Tran¬ 
sient conditions that induce the expen¬ 
diture of energy, such as muscular e.xer- 
tion, absorption of food and emotional 
states, will increase the rate of metabo¬ 
lism. Muscular effort requires of the 


tissues an expenditure of chemical en¬ 
ergy equivalent to the work done. This 
increases the basal metabolic rate from 
a few per cent for slight movements to 
many' per cent for extensive motion. 
Ordinarily this effect subsides in twen¬ 
ty minutes after the muscles are at rest. 

Food in the process of absorption 
greatly increases the metabolic rate. 
Lusk believes that the direct stimulation 
of the tissue cells to utilize more oxygen 
is responsible and refers to this phe¬ 
nomenon as "the specific dynamic action 
of foods.” 

Emotional states raise tile metabolic 
rate in proportion to the intensity of the 
emotion. A fit of anger is capable of in¬ 
ducing a rate several hundred per cent 
above normal. Patients who are thyro¬ 
toxic are readily stimulated beyond usual 
proportions. Those of neurotic tempera¬ 
ment, even in the absence of thyrotoxi¬ 
cosis. may become so excitable as to in¬ 
terfere materially with the proper per¬ 
formance of a metabolism test. 

Therefore, the optimum period lor a 
basal determination is the one during 
which the body is expending the smallest 
amount of energy’, namely, when there 
is complete absence of emotion, when the 
gastrointestinal tract is free of food and 
a lien the voluntary' muscles are at com¬ 
plete rest. In order to assure these opti¬ 
mum conditions, the patient should be 
hospitalized in a private room at least 
24 hours, preferably 48 hours, before 
the test is made. The hospital room 
should be in a quiet section of the insti¬ 
tution. preferably some distance from 
the wards. The admission bath and 
other routine procedures that are likely 
to stimulate the nervous patient are best 
deferred. The evening meal should be 
light and easily digested. Xo food should 
be allowed during the 14 hours preced¬ 
ing the test. The patient should be ap- 
prised of the cirmifj/*nnrf> nnr! 
of the simplic 
should he con 
operate. 1 f he 
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between plus 55 and 75. falling t j be¬ 
tween plus 35 and 55 in less toxin eases 
and to between plus 20 and 35 m milder 
cases 3 . In nodular toxic goiter the rate 
is lower than in diffuse toxic goiter, 
usually ranging from plus 20 to 35 

CONtUSIOXs 

1. The subordination of methodical 
reasoning and systematic clinical obser¬ 
vation to technical measures is to be con¬ 
demned. 

2. Metabolic readings are of inestim¬ 
able value in the study of thyroid dis¬ 
ease ; but the diagnosis of thyroid states 
based upon the metabolic rate alone is 
often erroneous. 

3. A knowledge of those conditions 
in which the metabolic rate is affected 
is essential to the proper application 
and interpretation of the test. 

4. The efficacy of metabolic criteria 
in the diagnosis of early hyperthyroid¬ 
ism has not been established by experi¬ 
ence. 

5. A number of thyrotoxic patients 
have been operated upon inopportunely, 
with resultant serious consequences, be¬ 
cause the surgeon relied upon untrust¬ 
worthy metabolism data. The clinical 
condition of the patient is the best cri¬ 
terion of safe operability. 

6. Confidence in the results of me¬ 
tabolism tests is dependent upon the com¬ 
petence of the technician, integrity of the 
apparatus employed, preparation of the 
patient so that a trustworthy basal rate 
is assured, orderly routine of the test 
procedure and the proper evaluation of 
metabolic readings. 

7. The noxious practice of having 
patients present themselves at distant 
offices immediately preceding metabo¬ 
lism tests is contrary to an assured basal 
state of metabolism. Metabolism is in¬ 
creased in variable ratios to the work 
done, whether that work be expressed 
in physical, digestive or nervous en¬ 
ergy ; and the greater the distance trav¬ 


elled the more numerous will be the en¬ 
counters with nervous system stimu¬ 
lants, a circumstance resulting in a cor¬ 
responding divergence from the proper 
basal rate. 

8. The basal metabolic rate very 
rarely rises to plus 100. More often it 
ranges between plus 55 and 75, falling 
to between plus 35 and 55 in less toxic 
cases and to between plus 20 and 35 in 
milder cases. In nodular toxic goiter the 
rate is lower than that in diffuse toxic 
goiter, usually ranging from plus 20 to 
35. 

9. The basal metabolism test is of 
value as a control in the regulation of 
treatment in hypothyroidism. 

SUMMARY 

Indications for the use of the basal 
metabolism test and misapplications of 
the procedure are discussed. Reliance 
upon tests alone, without consideration 
of clinical findings, and incompetent in¬ 
terpretation of laboratory findings are 
condemned. Pathologic conditions in 
which the basal rate may be above or 
below normal, and which must therefore 
be differentiated from thyroid disease 
by clinical methods, are described. Effi¬ 
ciency of the technician, proper prepara¬ 
tion of the patient and mechanical per¬ 
fection are stressed. 
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When the mass was untwisted, the intestines 
were replaced in the abdomen and the ab¬ 
domen was closed without drainage. 

Postoperative Course. Intestinal distention 
was troublesome for a few days, but the child 
made a good recovery and has remained well 
since. 

The postoperative measures consisted of ad¬ 
ministration of 250 cc. of normal saline solution 
and 5 per cent dextrose, 3 and 12 hours after 
operation, by the intravenous method. Nem¬ 
butal was given by rectum as needed to control 
restlessness. Water was given by mouth in small 
amounts, beginning 12 hours after operation. 
An electric pad was applied to the abdomen 
for distention. Orange juice, two ounces, was 
given by mouth 24 hours after operation and 
normal saline, two ounces, was given by re¬ 
tention enema every three hours. The child had 
very small veins which made the giving of nu¬ 
trition or fluids by the intravenous method dif¬ 
ficult. We were prepared to give blood trans¬ 
fusions if necessary; but none were given, since 
the red blood count and hemoglobin were 
always within normal range. On May 5, two 
days postoperative, the count showed red cells 
4,180,000, hemoglobin S3 per cent, leucocytes 
7,S50, polymorphonuclears 58 per cent, stab 
forms IS per cent, segmented cells 40 per 
cent, lymphocytes 41, mononuclears 1. Three 
days postoperative a rather sudden elevation of 
temperature and pulse was observed along with 
frequent, watery stools. This was probably 
a reaction due to the bruising and twisting of 
the mesentery and to adenitis in the twisted 
mesentery as found at operation. This re¬ 
action lasted about 24 hours, then rapidly sub¬ 
sided. ICaomagma was given by mouth for wa¬ 
tery stools and apparently was helpful. At about 
this time an x-ray of the child’s chest made 
by means of a portable x-ray showed the lungs 
to be normal. 

It is interesting to note that the child’s 
parents were well-to-do and had given him the 
best of care in every way. A pediatrician had 
examined the child frequently and had regu¬ 
lated the food and the manner of living from 
the time of birth. 


SUMMARY 

A child two years old apparently in 
jerfect health was suddenly seized with 
■xtreme abdominal pain and shock with 
io apparent reason. A barium enema 
revealed a normal colon. The Woo 
;ount and temperature indicated acut 

ibdominal injury. 


Operation revealed twisting of the 
entire mass of small intestines at the 
mesenteric attachment with no involve¬ 
ment of the large bowel. The condition 
was easily relieved by surgery and the 
child has been well since. 
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NATIONAL ASSEMBLY OF U. S. 
CHAPTER, I.C.S. 

The United States Chapter of the International 
College of Surgeons will hold its fourth annual 
assembly in Venice, Florida, February 11-14,1940. 
A complete program will appear in the February 
issue of the Journal. 

SESQUI-CENTENNIAL CELEBRA¬ 
TION OF THE MEDICAL 
SOCIETY OF DELAWARE 

The Medical Society of Delaware held its one 
hundred and fiftieth annual session October 9-11 
at the Delaware Academy of Medicine in Wil¬ 
mington under the presidency of Dr. Meredith I. 
Samuel. 

One of the outstanding features of the meet¬ 
ing was the exhibit of books, photographs, in¬ 
struments and other articles belonging to the early 
members of the Society, some of the articles 
being the property of the Academy and others 
being loaned by interested persons. 

Dr. Fred. H. Albee, of New York City, presi¬ 
dent-elect of the International College of Sur¬ 
geons, spoke on “The Massive Resection of Bone 
Sarcoma with Immediate Bone Graft Replace¬ 
ment.” Other papers presented were “Sulfapy- 
ridine as a Bacterial Chemotherapeutic Agent;” 
“The Difficulty in Early Diagnosis of Primary 
Cancer of the Lung;” “Right Paraduodenal Her¬ 
nia;” “Hormone Therapy: Uses and Abuses;” 
and “Ophthalmology and Its Relation to Indus¬ 
try.” 

Speakers at the banquet for members of the 
society and of the Woman’s Auxiliary were the 
Hon. Richard C. McMullen, governor of Dela¬ 
ware; Mrs. Rollo K. Packard, national president 
of the woman's Auxiliary, American Medical 
Association; Dr. L. A. H. Bishop, past president 
of the Medical Society of Delaware; and Dr. 
Rock Sleyster, president of the American 
Medical Association. 

In commemoration of the Society’s 150 years 
of existence, Dr Samuel, president, compiled an 
excellent book The Society was organized by a 
group of 27 physicians just 12 days after Wash¬ 
ington took the oath of office. Numerous pic¬ 
tures and short biographic sketches of many of 
the early presidents embellish the text. 


GRADUATE FORTNIGHT OF NEW 
YORK ACADEMY 

“The Endocrine Glands and Their Disorders” 
was the subject discussed at the twelfth annual 
Graduate Fortnight of the New York Acade¬ 
my of Medicine which opened October 23. In 
addition to the 2,300 fellows of the academy, 700 
visiting physicians were registered. 

Dr. Malcolm Goodridge, president of the acade¬ 
my, opened the conference with an address of 
welcome. Twenty-two clinical demonstrations 
were held in seventeen of the hospitals of New 
York City and eight round table conferences were 
conducted. Speakers drawn from the leading 
universities and research institutions of the 
United States and Canada addressed the teu 
evening meetings. 

They included: Dr. H. M. Evans, director of 
the Institute of Experimental Biology of the Uni¬ 
versity of California; Dr. J. B. Collip, profes¬ 
sor of biochemistry, McGill University; Dr. 
Elmer L. Sevringhaus, professor of medicine, 
the University of Wisconsin; Dr. Walter B. 
Cannon, professor of physiology, Harvard Uni¬ 
versity; Dr. Robert F. Loeb, professor of medi¬ 
cine, Columbia University; Dr. C. N. H. Long, 
Sterling professor of physiological chemistry, 
Yale University; Dr. R. T. Woodyatt, clinical 
professor of medicine, Rush Medical College; 
Dr. John F. Fulton, Sterling professor of physi¬ 
ology, Yale University; Dr. William G. Mac- 
Callum, professor of pathology, the Johns Hop¬ 
kins University, and Dr. Philip E. Smith, pro¬ 
fessor of anatomy, Columbia University. The 
scientific exhibit, which covered many aspects of 
endocrinology, was in the building of the New 
York Academy of Medicine. 

Exhibits of recent advances in the various 
fields of pure and applied science arc desired by 
the American Association for the Advance¬ 
ment of Science for its annual exhibition, which 
this year will be held at Columbus Space will be 
provided for exhibits of special interest to mem¬ 
bers of the association attending the 
Applications should be made to the 
Exhibits, 3941 Grand Central Tc 
York, N. Y. 
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BASAL METABOLISM: PRACTICAL CONSIDERATIONS 

J. WILLIAM WHITE, M.D., F.I.C.S. 

Director, Tumor Clinic, St. Mary’s Hospital 
SCRANTON, PENNSYLVANIA 


I N a previous publication 1 , certain 
practical observations relative to the 
basal metabolism test, with particu¬ 
lar reference to thyroid disease, were 
discussed. Because of the manifest con¬ 
tinued misapplication of the procedure 
and the apparent confusion or lack of 
understanding regarding the signifi¬ 
cance of this frequently invaluable lab¬ 
oratory aid, it is deemed advisable _ to 
reevaluate its use in conformity with 
more recent experience. 

VALUE OF CLINICAL FINDINGS 
Unintelligent resort to laboratory pro¬ 
cedures and inordinate reliance upon va¬ 
rious tests of doubtful merit are a men¬ 
ace to scientific diagnostic progress. 
Dogmatic dependence upon laboratory 
shortcuts is, like snap-diagnosis, a 
rapid method of arriving at the wrong 
conclusion.” The subordination of 
methodical reasoning and systematic ob¬ 
servation to technical measures results 
in a fallacious approach to any diag¬ 
nostic problem. Incompetent determina¬ 
tion and misinterpretation of laboratory 
findings are responsible for serious er¬ 
rors. Those who resort to basal met¬ 
abolic tests routinely in suspected thy¬ 
roid disease, before clinical studies are 
complete, are, to say the least, not serv- 

m Metabolic readings are of inestimable 
value in the study of thyroid disease, but 
they should not supplant chmcal obser¬ 
vation They are a valuable link m tne 
chain of scientific evidence pomt,n| to 

SSSESi r.i 

V0VS - FACTORS AFFECTING RATE _ 

.. n f Rate. Metabolism rises 

i:,cV K- < in hvperthyroidism, but also 

not only m n>P u “U certa n dis- 

hv desultory increments m cerw 


eases previously enumerated 1 ; and com¬ 
binations of these several conditions may 
affect the basal metabolic rate variously. 
For example, an emaciated diabetic pa¬ 
tient with fever may present a normal 
metabolic rate through counteraction of 
the increased metabolism due to diabetes 
and fever by the decreased metabo¬ 
lism resulting from cachexia. This hypo¬ 
thetical possibility establishes the neces¬ 
sity for clinical judgment in the evalua¬ 
tion of metabolism reports. 

The importance of ascertaining the 
basal metabolism rate in a patient suf¬ 
fering from thyroid disease is not dis¬ 
puted. It is deemed more important, 
however, to acquire a knowledge of the 
cardinal symptoms and the character¬ 
istic physical signs of thyrotoxicosis. 
Even though an elevated metabolism 
rate is an inseparable part of toxic 
goiter, knowledge of the basal metabo¬ 
lism rate will not assist in the diagnosis 
nor will it reflect the severity of the thy¬ 
rotoxic syndrome in all cases. In a small 
percentage of goitrous patients the met¬ 
abolic rate will be markedly elevated 
without correspondingly severe clinical 
manifestations. In a larger number of 
similarly diseased individuals the exag¬ 
geration of symptoms will be strikingly 
disproportionate to the low elevation in 
the metabolic rate. 

Febrile diseases, particularly those 
which are latent in their clinical mani¬ 
festations and whose presence therefore 
is commonly unsuspected, increase the 
metabolic rate approximately 8 per cent 
for each degree of fever rise, whereas in 
mild cases of hyperthyroidism the total 
increase in metabolism is only about 15 
per cent. 

Those conditions that may prove con¬ 
fusing on the basis of metabolic criteria 
are acute pericarditis, acute endocar- 
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Harvey Cushing:, most distinguished of all 
surgeons in operative procedures on the brain, 
recognized as an accomplished author, educator, 
philospher and leader, died in New Haven, Conn, 
Saturday, October 7, of coronary thrombosis. He 
was the fourth Cushing in a direct line to win 
distinction in a medical career 
Dr. Harvey Cushing was born in Cleveland, 
April 8, 1869, the ninth child in his family. His 
well known brother, Edward F Cushing, M D., 
a pediatrician, died in 1911; his father, Henry 
K. Cushing, formerly professor of obstetrics and 
gynecology in Western Reserve University School 
of Medicine, died m 1910; his grandfather. Eras- 


tus Cushing, died in 1893, and li/s great grand¬ 
father, David Cushing Jr , of Massachusetts, died 
in 1840 

After receiving the bachelor of arts degree at 
Yale in 1S91, where incidentally he also played 
baseball, Dr. Harvey Cushing graduated from 
Harvard Medical School in 1895, receiving the 
degrees of master of arts and doctor of medicine. 
He entered the Massachusetts General Hospital 
as surgical intern, working with Dr. J. C. War¬ 
ren. In 1896 he went to Baltimore as junior assis¬ 
tant in the surgical service of Halsted, tiling 
resident surgeon in 1S97 and de\el "n- 

structor in surgery, assistant in stir o- 
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when consistently correlated with clin¬ 
ical evidence. Patients in whom the 
diagnosis of hyperthyroidism is obscure 
should be instructed to return in two 
months for further observation. In the 
interim, one or more of the cardinal 
symptoms of toxic goiter may become 
manifest and the calorimetric record 
conclusive. 


The metabolism rate is not a depend¬ 
able factor in deciding the optimum pe¬ 
riod for operation in thyrotoxicosis, 
although Mayo, in 1921, showed a de¬ 
creased mortality for operations per¬ 
formed during a falling as com¬ 
pared with those performed during 
a rising rate. Not a . few thyrotoxic 
patients have been operated upon 
inopportunely, with resultant seri¬ 
ous consequences, because the surgeon 
relied upon untrustworthy metabolic 
data. However (and this is not only be¬ 
cause of the many possibilities of tech¬ 
nical errors in laboratory procedures), 
the clinical condition of the patient re¬ 
mains the best criterion for safe opei- 
ability. The age of the patient, the 
duration of the disease, the amount of 
weight lost, the weight gained while 
under treatment, the tension and rate 
of the pulse, the general response to 
rest and iodine therapy, the mental state 
and the nervous reactions during 
physical examination are considerations 
that best indicate the degree of surgical 
risk in thyrotoxic cases. 


Hypothyroidism. The comparative 
rarity of hypothyroidism clinically is 
evident by the few requests for metabolic 
readings in which a low rate is sus¬ 
pected. It is interesting to note, how¬ 
ever, the frequency with which low rates 
are discovered, quite by accident, m to - 
low-up examinations and in so-called 
routine metabolism tests. A basal met¬ 
abolic reading in the downward direc¬ 
tion, although less impressive than a 
high reading, is equally important to an 
effective plan of treatment; and it is 
quite remarkable how quickly these 


minus rates approach the normal follow¬ 
ing the administration of thyroid ex¬ 
tract. In the treatment of thyroid hypo- 
function, repeated metabolism tests will 
guide the physician in the quantitative 
regulation of medication. 

ELIMINATION OF ERRORS 

If confidence is to be placed in basal 
metabolic rate estimations, as must be 
the case in the study of thyroid dis¬ 
ease, then those estimations should be 
of the greatest reliability. Perfection 
should be sought through directed at¬ 
tention to the following details. 

Competence of Technician. Under¬ 
standing how a thing is done and actu¬ 
ally doing it are distinctly different mat¬ 
ters. It is no more essential that a sur¬ 
geon be familiar with the technical de¬ 
tails of performing a metabolism test 
than it is that he should be able to do a 
blood Wassermann test. He should 
know the theory of both; but it is not 
necessary that he should specialize in 
their details. An acquisition of knowl¬ 
edge concerning the minutiae is for the 
technician. Only those who are compe¬ 
tently trained and who are sufficiently 
experienced to interpret properly the 
findings should be relied upon for me¬ 
tabolism tests. All hospitals should dele¬ 
gate this field of endeavor to a particu¬ 
lar technician who should be held unre¬ 
mittingly responsible for the integrity 
of the apparatus and for gross technical 
errors. 

The importance of this office cannot be 
too greatly stressed. Mature under¬ 
standing, an easy, pleasant demeanor 
and absolute honesty on the part of the 
technician are requisite to the best inter¬ 
ests of the goitrous patient. A recent 
experience, wherein a technician in¬ 
quired of an intern as to the staff opin¬ 
ion of a patient’s toxicity and then made 
the metabolic reading conform to her 
misinformation, represents a case of fla¬ 
grant technical incompetence. 



William Bradley Reid, MI). IIC S . of 
Rome, N. Y., died Nox ember 10 at tlie age oi 
66 years. He will he rumniherul not only for 
his work as a surgeon Unit also for Ins service 
to his city, of which he was major in the earlj 
txventies and again in the tarlj thirties, and for 
his military service overseas He traveled 
widely, to obserxe people and to study medical 
science and other forms ot government. He 
studied espcciallj the causes of goitre among 
the people of South America, whom he visited 
twice for this purpose The president of Vene¬ 
zuela once placed an airplane at his disposal, 
appointed Father Para, a Catholic Priest who 
was also a surgeon, as Dr Reid’s assistant. 


Bologna. In 1926 he received the honorary doctor 
of laws from the University of Glasgow, in 1928 
the doctor of laws from Jefferson Medical College 
and the Doctor of Medicine from John Casimcr 
University of Lxxovv, Poland. In the following 
year he was made honorary fellow of the Royal 
Society of Medicine of England, of the Royal 
Academy of Medicine of Ireland, master of sur¬ 
gery of Trinity College, London, doctor of laws 
of the University of Edinburgh and a fellow of 
the Royal College of Surgeons of Edinburgh. In 
1929 there was published in Ins honor a special 
number of the Archives of Surgery, dedicated to 
his sixtieth birthday A similar festschrift was 
later published by Acta medic a Scandinavica In 
1932 Dr. Cushing retired from his posts in Boston 
and became Sterling professor m the School of 
Medicine of Yale University, teaching neurology 
and the history of medicine and holding this posi¬ 
tion until 1937, when he became emeritus pro¬ 
fessor. 

In addition to the famous “Life of Sir William 
Osier,” Dr. Cushing published “The Pituitary 
Body and its Disorders” in 1912, “Tumors of the 
Nervous Acusticus” in 1917, w’ith Dr. Pcrcival 
Bailey “A Classification of the Gliomata” in 1925, 
collected essays under the title “Consccratio 
Medici” in 1928, “Intracranial Tumors” m 1932, 
and in the same year a book on “The Pituitary 
Body and the Hypothalamus.” 

In July 1938 Oxford University conferred on 
him the honorary degree of doctor of science, on 
which occasion great physicians and surgeons 
from all over the world assembled to honor him 
It was pointed out that his former pupils hold 
positions in Brussels, Louvain, Amsterdam, Man¬ 
chester, Edinburgh, Leeds, London, Oxford and 
Newcastlc-on-Tyne as well as in most of the 
leading clinics in the United States There are 
honorary Cushing Clubs in many medical schools 
dedicated to his work and his memory 


and offered every aid and personal cooperation 
to this stranger from the United States. He 
entered the war of 1914 voluntarily, was 
wounded, and was honored with military titles. 
Among honorary pall bearers were Chancellor 
William Pratt Graham of Syracuse University; 
Dean Herman G. Weiskotten of the College of 
Medicine, Syracuse University; Supreme Court 
Justice Hawley N. Crosby, Falconer, N. Y.; 
Capt. Rollin L. Bauchspies, Medical Corps' 
U. S. Army, professor of military medical 
science and ranking medical officer of the First 
Military Area, Syracuse University; and Prof. 
Ernest Reed, director, Syracuse University 
Andean Expedition. 


Since 1931 great unix'ersitics have continued to 
honor him. He gave other lectures, such as the 
Donald Balfour Lecture of the University of 
Toronto. In 1933 he was honored in Pans, at 
which time he was presented with the original 
copy of Clcmcnceau’s thesis for the doctorate in 
medicine, written in 1865. He received also the 
honorary degree of doctor of laws from North¬ 
western University and the honorary degree of 
doctor of medicine from Budapest. 

Of recent j'ears Dr. Cushing had shown special 
interest in maintaining the traditional profes¬ 
sional status of the physician and surgeon and he 
had given freely of his time and of his efforts 
in this endeavor. An essay called “Medicine at 
the Crossroads,” published in The Journal, May 
20, 1933, page 1567, defined his point of view. In 
this essay he wrote: “Those who deal with the 
science of society deal with something that actu¬ 
ally does pulsate with so short a time cycle that 
conditions almost from year to year are never 
quite the same, so that our theories of today are 
likely to need modifying tomorrow. What this 
puzzled world needs perhaps is more study of 
the past, fewer commissions and surveys of the 
present, and a greater number of philosophically 
minded, self-supporting and law-abiding persons 
who can see all round their particular problem 
and independently devote themselves to it as do 
most doctors.” 

In the presence of such a record and such a 
career, in the light of such a character and such 
a man, superlatives fail. Great epochs in medi¬ 
cine are marked by the names of physicians 
whose careers have made these epochs. With Dr. 
Harvey Cushing, surgery of the brain became for 
the first time scientifically established. Of him it 
may be truly said that he was in all that he 
attempted greatest of the great. 

J.A. 
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or restlessness during his first night in 
the hospital, the test should be delayed r 
until rest and relaxation are acquired, t 
Sedatives should not be administered, t 
Reading and the admission of visitors s 
should be prohibited, lest the emotions t 
be stimulated to a point equivalent to 
that of vigorous exertion. Smokin a 
during the night and morning previous c 
to the test should be interdicted.^ 

: 

laxation and mental onentatior. 

The technician’s maneuvei s s rou 

, , _ After the arrival of the pa- 

whatevei. directly needed 

dent, no one who is not a tegt 

the ^ ctua , filled to' the metabolism 

SnrmttxKt.-ancecEth.operat- 

inf surgeon during the progress of < 
test is known to have resulted m a false, 
high metabolic reading. 

Evaluation of Readings. When toe 

basal ^houldbe compared 

tion . ‘rfvliioh metabolism' reports for 

TTm. low or doubtfully toxic pa- 
chmcalh low ° titkm 0 f the test. 

tients call tor a P t0 be ; n the 
The ? e f st . e T ca use patients do not 

upward directi d jj y t0 hospital 

adapt theinseh * ‘ efore> is the first 
routine. , Jde van ations 

test ot am ' aIue ' \ • e te5 ts. or be- 
occur between su ccs a period 

t hings should be 

£sunS £ * incorrect and turther 

readings should be obtained. 


Partially as the result of advertise¬ 
ments of various manufacturers of me¬ 
tabolism equipment, the noxious prac¬ 
tice of having patients present them¬ 
selves at physicians’ offices or at labora¬ 
tories immediately preceding metabo¬ 
lism tests is continued; and yet, cursory 
observation is sufficiently conclusive to 
condemn such practices. A constant 
error of 10 to 25 per cent in an upward 
direction is the consequence of tests 
made under these circumstances. Neither 
a highly neurotic individual nor one 
who "suffers from thyrotoxicosis can be 
in a basal state of metabolic activity 
after walking, riding or driving to an 
office. The greater the distance travelled 
the more numerous will be the en¬ 
counters with nervous system stimu¬ 
lants, resulting in a corresponding di¬ 
vergence from the basal rate. As pre¬ 
viously stated, metabolism is increased 
in variable ratios to the work done, 
whether that work be expressed in 
physical, digestive or nervous energy. 
That premise has been, and indeed, can 
be readily proved. In certain of the 
neuroses minor degrees of stimulation 
o-ive rise to an emotional explosion. 
Plow is it possible, then, for highly neu¬ 
rotic people whose every contact serves 
to whip their sensitized nervous systems 
into excesses, to reach a basal rate of 
metabolism by resting a mere half hour 
after active exercise or after ordinarily 
moderate excitement? It is in the latter 
o-i-oup of patients that the basal metabo¬ 
lism test is of especial assistance in dif- 
' ferential diagnosis, provided the test is 

• precisely executed under ideal circum- 

• stances. 


It is also a recognized fact that thyro¬ 
toxic patients are emotionally most un¬ 
stable. Not infrequently their nervous 
reactions closely resemble those char¬ 
acteristic of actual psychoses. In these, 
metabolic activity is extremely increased. 
However, carefully conducted tests show 
that the basal metabolic rate very rarely 
rises to plus 100. More often it ranges 
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3. Nitrous oxidi .uni , .nm is very efficient 
for second stau< pn'i- . r'<{ Jov< romps and 
spontaneous di'i.i’ s 

4. Ether is perha.' *h .<-sr useful anesthetic 
in obstetric pr • i ic 

5. Local ancsthes . -o? * - the ptuMctn in heart 
disease, toxema ,.i ' *U pression trora 
hemorrhage 

A rapid review of thx. ruli ,*l«t>ed h\ the en¬ 
docrine glands in nu.nstri.iuou. oxidation and 
placentation is well handled 

The book concludes with m txtensixe chapter 
on obstetrical jurisprudent and an extensive 
bibliography. As a whole it may be stated that 
the text is a distinct and \aluable contribution to 
contemporary obstetrical htciature. The work 
is practical, comprehensive and truly worth while. 
It should be in the library of everyone interested 
in the practice of obstetrics 

L. J. Goodman. 


Annual Review of Physiology. Edited by 
James Murray Luck. Price, $5. Pp. 712. 
American Physiological Society and Annual 
Reviews, Inc., Stanford University, P. O., 
California, 1939 

T HE American Physiological Society has 
undertaken the stupendous task of making 
a yearly critical review of the research 
work in physiology published through the world. 
The first volume is published with a joint Board 
of Managers composed of C. D. Leake, J. M. 
Luck, \V. J. Meek and C. L. A. Schmidt, and 
an editorial committee composed of A. J. Carl¬ 
son, J. F. Fulton, M. H. Jacobs, F. C. Mann aiul 
W. J. Meek. 

The research work of over 3,100 authors is re¬ 
viewed under the following chapters: Permeabil¬ 
ity, M. H. Jacobs; The Biological Effects of Ra¬ 
diation, Jane Howell Clark; Physiological Aspects 
of Genetics, G. W. Beadle; Developmental 
Physiology, Joseph Needham; Growth, C. B. 
Davenport and Otto Rahn, Mary E. Mayer, H. 
W. Chalkley and D. M. Pace; Temperature Regu¬ 
lation, Alan C. Burton; Energy Metabolism, John 
B. Murlin; The Peripheral Circulation, H. C. 
Basett; Respiration and its Adjustments, Robert 
Gesell; Muscle, Emil Bazler; The Digestive 
System, A. C. Ivy and John S. Gary; Physiology 
of the Liver, Frank C. Mann and J. L. Bollmann; 
Blood: Physiology of Formed Elements and 
Plasmai Blood Clotting, J. Harold Austin; 
Heart, J. A. E. Eyster; Electrical Phenomena of 
the Brain and Spinal Cord, Hallo\velI Davis; 
The Spinal Cord and Reflex Action, J. C. Ecdes; 
Biolcctric Studies of the Excitation and Response 


of Nerve, Detley Bronk and Frank Brink, Jr.; 
The Autonomic Nervous System, Joseph C 
Hmsey; The Special Senses, J. M. D. Olmsted; 
Physiological Psychology, E. R. Hilgard and C. 
P. Stone; Kidney, Homer W. Smith; General and 
Local Anesthesia, M. H. Sccvers; Applied 
Physiology, D. B. Dill; and Endocrine Glands: 
Gonads, Pituitary and Adrenals, Herbert M. 
Evans. 

The book is well indexed by author and sub¬ 
ject. Each chapter has a complete bibliography. 
It is an indispensable reference book for the 
surgeon preparing to qualify by examination for 
the American College of Surgeons, American 
Board of Surgery and the International College 
of Surgeons. 

The American Physiological Society and the 
editor arc to be congratulated for rendering such 
a valuable service to the Science of Surgery. 

W. J. Carson. 

Operative Orthopedics. By Willis C. Camp¬ 
bell, M.D., Memphis, Tennessee. Price, 
$12.50. Pp. 1154, 845 illustrations, 4 color 
plates. St. Louis: The C. V. Mosby Com¬ 
pany, 1939. 

T HE text is divided into 23 chapters. In the 
first chapter, the author considers the phy¬ 
siology and pathology of bones, joints, etc., 
thus laying the groundwork for the procedures 
which are described in Chapters 3 to 23, inclusive. 

In Chapter 2, tin construction, use, and adapt¬ 
ability of certain types of apparatus are described. 
This material is well illustrated and is intcrest- 
ingly presented. Chapter 3 should be read care¬ 
fully by anyone who attempts surgical orthopedic 
procedures; and every orthopedic surgeon should 
insist that his surgical team read these pages. 
Chapter 4 explains the various surgical ap¬ 
proaches and is filled with many excellent illus¬ 
trations which assist the student in comprehend¬ 
ing the text. • 

Chapters 5 to 23, inclusive, are xvcll illustrated 
and cover the full range of orthopedic problems 
from the surgical standpoint. The chapter on 
fractures, by necessity, describes principally 
methods of treatment for fracture cases which 
have resulted in deformities or complications of 
some type or other. It is not intended, apparently, 
to cover the conservative treatment of fractures. 
This, in general, might be the comment concern¬ 
ing all the work described in this entire book. 
This point is, of course, brought out by the author 
in his preface. 

The book has been carefully written and is ex¬ 
cellently illustrated, but despite this there is one 
point about the text which is extremely confus¬ 
ing and that is the attitude taken by the author 
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possess this volume if he wishes to be abreast 
with the advancements in the treatment of sur¬ 
gical affections of the colon and rectum. 

Even a casual survey of the volume engages 
the attention of the reader. On page 24, for 
example, the anatomy of the colon, together with 
the technic for its immobilization, is vividly 
sketched with pen and ink, leaving an indelible 
impression. Figure 15, page 27 belongs to the 
same category and depicts the correct and incor¬ 
rect method of clamping epiploic appendages, 
thus illustrating the old Chinese dictum that one 
picture is worth a thousand words. The majority 
of illustrations are excellent. 

This reviewer was particularly impressed with 
the chapter dealing with physiology on pages 
38-43, and especially its reference to colitis. Here 
again, in the brief space of two or three pages, 
much worthwhile material is presented This is 
of interest not only to the surgeon but to the 
general practitioner as well. The authors stress 
the grading of carcinoma by Broders and depict 
comprehensively the question at issue The late 
Dr. Richard Jaffe was not quite in accord with the 
conclusions here stressed Equally, the authors 
follow the Miles scheme of distribution of the 
lymph apparatus which is accepted in some quar¬ 
ters with reserve. 

The chapter on symptoms and diagnosis is pain¬ 
stakingly thorough, extremely practical and en¬ 
gagingly encyclopedic in nature. The chapter 
on differential diagnosis should be studied by 
every medical man, be he surgeon or physician. 
Chapter 6 contains a wealth of statistical mate¬ 
rial, from which many valuable lessons arc 
learned. In thoroughness and up-to-dateness this 
reviewer knows of no better work. 

From the practical point of view the surgeon 
is guided in Chapter 7 to the proper choice of 
operation best suited for a given case. Thorough¬ 
ness here is the apex of an obviously painstaking 
literary effort. Sir Hugh Devine’s work on ope¬ 
rative procedures m malignancies of the bowel 
is not mentioned. The chapter concludes with a 
rich resume of statistical data and methods of 
procedure used in various clinics. Prc- and post¬ 
operative care are succmnctly described. 

After a brilliant expose of the subjects under 
discussion, the authors present an excellent pen 
picture of the history of bowel surgery. This is 
followed with an evaluation and discussion of 
the technical methods resorted to when the con¬ 
dition is complicated by intestinal obstruction. 
They conclude with a thorough description on 
procedures for extirpation of lesions of the colon, 
rectosigmoid, rectum and anus (Chapters 13, 14). 

A final touch of thoroughness is added by the 
concluding chapter on palliative and miscellane¬ 
ous procedures dealing with exclusion methods 


(partial and complete), as wc)l as operations on 
the sympathetic nervous system as related to 
bowel surgery. 

Each chapter is followed by a comprehensive 
and thorough bibliography. There is an author’s 
index as well as an index of subjects. 

This classical work should l»c in the hands of 
every medical man whose primary interest is the 
welfare of his patient, and who is eager to im¬ 
prove his knowledge on matters related to mor¬ 
bid conditions of the bowel. Credit is due to the 
publishers for excellent printing and good bind- 
ing. 

.Max 7'iioRHK. 

Prima e dopo l’operazione chirurgica. By 
Prof. Luigi Bobbio, Docent in Royal Uni¬ 
versity, Turin; Chief Surgeon in St. Giovan¬ 
ni Hospital, Turin. Pp. 431, with 64 illus¬ 
trations. Torino: Unionc Tipografice-Edi- 
tiicc Torinese, 1937. 

T HIS treatise by Prof. Bobbio carries a 
subtitle, “Physiology and Clinical Aspects 
of the Operandus and of the Opcratus,'' 
which gives the true tone to the book and indi¬ 
cates its great value. Bobbio stresses the point 
that the surgeon should know the physiology of 
the individual who is submitted to a surgical op- 
«afciacu This, Is, opj/Ji different inom. 

the normal physiology, and unless the Surgeon is 
thoroughly familiar with it, he will fail to do jus¬ 
tice to his patients. This physiological knowledge 
is the essential, fundamental base on which the 
clinical aspects of the operandus and opcratus 
should be observed, studied and interpreted. The 
reviewer is happy to record the emphasis with 
which Bobbio insists on these points, because he 
believes that they arc so essential to good surgery 
that their importance is never emphasized enough 
Following the logic of this premise, Bobbio stu¬ 
dies the operandus and operates as an individ¬ 
uality; that is, he insists on studying the physi¬ 
ological and clinical problems concerning each in¬ 
dividual. The general aspects of the conditions 
which may affect the operandus a,, d the opcratus 
are not neglected On the contniQ. the) arc dealt 
with in a very clear, comprehensive and up-to- 
date maimer. Having, for instance* dealt with dis¬ 
turbances of respiratory, circulatory and other 
systems and complications, such as diabetes, hy¬ 
perthyroidism, etc. he returns the importance 
of considering how these condemns may affect 
each opcratus and operandus. With sound logic 
Bobbio sets forth the problems to be solved be¬ 
fore the operandus is submitted to the operation 
in order to avoid avoidable coiflpbcations and to 
take care of the unavoidable complications which 
may follow the operative intervention. 

Without entering into a detail re P°rt of each 





COLORADO STUDY GUILD 


Colorado members of the International Col¬ 
lege of Surgeons organized a Postgraduate 
Study Guild at a special meeting held Novem¬ 
ber 8. 

Dr. W. T. H. Baker, F.A.C.S., F.I.C.S., of 
Pueblo, was elected president; Dr. L. E. 
Likes, F.A.C.S., F.I.C.S., of Lamar, vice-presi¬ 
dent; Dr. G. H. Stine, F.I.C.S., of Colorado 


iprmgs, secretary; and Dr. E. B. Liddle, 
.r.l.C.b., of Colorado Springs, treasurer. 

Others present at the meeting were Dr G B 
RA.CS F.I.C.S., of Denver, Dr HA 
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INDIANA STUDY GUILD 


Plans for a clinical meeting to be held in De¬ 
cember at the clinic of Dr. J. Rudolph Yung, 
in Terre Haute, were made at the second meeting 
of the Indiana Study Guild, International College 
of Surgeons, held October 25 at the Indianapolis 
Athletic club. Dr. Yung presided. 

This clinical meeting will initiate a series of 
similar clinical sessions which will constitute a 
part of the educational program of the Guild. In 
addition, round table discussions on the funda¬ 


mental medical sciences will be conducted. 

Dr. Yung, president, appointed a membership 
committee consisting of Dr. Goethe Link, Dr! 
Wilham F. Hughes and Dr John W 
hardt, all of Indianapolis. J W ‘ Em ' 

Other officers are Dr. Hughes, vice-president; 
Ur. Simon Reisler, secretary; Dr. Carl B 
Sputh, treasurer; and Dr. Vincent A. Lapen- 
ta. Senior State Regent, and Dr. Karl Ruddell 
State Regent, counsellors. All are of Indianapolis! 


WEST VIRGINIA GUILD MEETING 


Parkersburg was selected as the next meeting 
place of the West Virginia Guild, International 
College of Surgeons, at the meeting held Novem¬ 
ber 2 at the Charleston General Hospital. Dr. 
Thomas Harris, of Parkersburg, was chosen to 
act as chairman, succeeding Dr. G. G. Irwin, 
of Charleston, and Dr. King Buford, of 
Charleston, was elected secretary, succeeding Dr. 
Harris. 

A day’s activities marked the Charleston meet¬ 
ing, with 20 in attendance. An operative clinic 
was conducted in the morning by Dr. John E. 
Cannaday, Senior Surgical Regent of the State, 
and Dr. H. A. Bailey, both of Charleston. This 
was followed by a pathological demonstration on 


embolism and thrombosis bv Dr 
Putchart. 


Walter 


Luncheon was served by the hospital at noon. 
The afternoon was spent in discussing the morn¬ 
ings work. Dr. Benjamin I. Golden, of Elkins, 
treasurer of the United States Chapter, stimulat- 
ing the discussion by acting as questioner. Dr. 
Go den also explained the purposes of the College 
and of the Guild meetings and pointed out the 
benefits derived trom observing demonstrations of 
surgery performed under every day conditions 
as compared with those obtained merely from 
watching a surgeon demonstrate his scientific 
anility. The meeting adjourned at 4:30. 
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ciate in surgery. He made the first roentgeno¬ 
grams that were made at Johns Hopkins Hospital 
and did experimental studies on gallstones, the 
bacteriology of the alimentary canal, and cocaine 
anesthesia. In 1900 he studied abroad, traveling 
with Drs. William Osier and Thomas McCrae. 
On this trip Dr. Cushing studied in England and 
France for a year in Kronecker’s laboratory in 
Berne. Here he carried out some investigations 
suggested by Kocher on the physiologic relation¬ 
ships of intracranial tension. This work he con¬ 
tinued in the laboratory of Mosso in Turin, Italy, 
and then for four months he worked with Sher¬ 
rington in Liverpool studying the motor cortex 
in anthropoids. Late in 1901 he returned to Bal¬ 
timore and asked for the post of neurosurgeon 
in the clinic. Here he remained until 1912, during 
which time he became associate professor of sur¬ 
gery. He gave the Mutter lecture in Philadelphia 
in 1901. He became a member of the American 
Neurological Association in 1903 and president 
in 1923, a charter member of the American 
Society of Clinical Surgery in 1903 and president 
in 1921, a member of the American Physiological 
Society in 1905, a fellow of the American Sur¬ 
gical Association in 1906 and president m - 
Dr. Cushing was secretary of the Section on Sur- 
<rery and Anatomy of the American Medical 
Association in 1906-1907. He gave the Carpenter 
lecture in New York in 1906 and the Banks 

Memorial lecture in Liverpool m 1909 and the 
Harvey lecture in New York m 1910. Durm a 
this period he developed his marvelous technic 
in neurosurgery. The earlier operations were fail¬ 
ures but Dr. Cushing's courage, precise technic 
and’remarkable spirit began to yield success and 
h is fame spread widely. During this period he 
developed and described the subtemporal decom¬ 
pressive operation and perfected hemostasis in 
brain and new technics tor 
Xc His contributions to the physiology of 
the brain, the spinal fluid and the pituitary body 
were fundamental. 
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was universally recognized. He served with dis¬ 
tinction in the British Expeditionary Force; he 
became surgical director of the United States 
Base Hospital No. 5 and was appointed senior 
consultant of neurologic surgery with the Amer¬ 
ican Expeditionary Forces with the rank of col¬ 
onel. For these services he received the Disting¬ 
uished Service Medal of the United States, the 
Companion of the Bath of England, and Officer 
of the Legion of Honor of France. His war ser¬ 
vice is reflected in his recently published “Diary 
of a War Surgeon.” Evidently this service in the 
war was a terrific physical stress, for Dr. Cush¬ 
ing returned to Boston in 1919 suffering from 
peripheral neuritis, which was to handicap him 
during the remainder of his career. Nevertheless 
in the years from 1919 on he worked indefatig- 
ably. He turned to an interest in the history of 
medicine and made a complete collection of the 
writings of Vesalius. At the same time he devel¬ 
oped a surgical team for neurologic surgery and 
himself studied intimately the microscopic anat¬ 
omy, gross anatomy, pathology and physiology 
of conditions within the brain. Young surgeons 
flocked to him from all over the world. Today his 
pupils have won distinction as neurosurgeons. In 
191S he became fellow of the Royal College of 
Surgeons of Ireland. He received the degree of 
doctor of science from Washington University m 
1919 and in the same year the honorary doctor of 
laws from Western Reserve University, doctor 
of science from Yale and Doctor of Science of 
Queen's University, Belfast. In 1920 he received 
the degree of honorary doctor of laws from Cam¬ 
bridge and in 1921 was made honorary fellow of 
the Medical Society of London, giving the chief 
oration in 1927. In 1921 he became a correspond¬ 
ing member of the Medical Society of Vienna 
and in 1922 a Charles Mickle Fellow of the Uni¬ 
versity of Toronto, also the Cavendish Lecturer 
(London) and was awarded the title of Honorary 
Perpetual Student of St. Bartholomew’s Hospital, 
London. He also became a corresponding mem¬ 
ber of the Medico-Chirnrgical Society of Edin¬ 
burgh. 

After the death of Sir William Osier, Lady 
Osier turned over all her data relative to her 
distinguished husband to Harvey Cushing and he 
took up the task of preparing the famous biog¬ 
raphy. This book appeared in 1925 in two large 
volumes and was awarded the Pulitzer Prize as 
the best biographic writing of the year. 

In the meantime he continued his surgical 
operations and received additional honors. In 
1923 he became a foreign member of the Acad¬ 
emic de medicine of Paris and a fellow of the 
\ssociation of Surgeons of Great Britain and 
Ireland. In 1924 he gave the Cameron Prize Lec¬ 
ture at Edinburgh and was elected a correspond¬ 
ing member of the Societa mcdico-chirurgica di 




Les Erreurs et les Fautes en Urologie. By 
L. Strominger, Docent d’Urologie a la Fa- 
culte de Medicine de Bucarest; Laureat de 
l’Academie de Medicine de Paris. Introduc¬ 
tion by Prof. G. Marion. Pp. 176. Paris: 
Masson et Cie., 1939. 


I N this exceedingly interesting monograph, the 
author considers the errors which are not 
infrequently made in the diagnosis, prognosis 
and treatment of urogenital conditions. Profes¬ 
sor Marion has written a laudatory introduction 
which has as its main theme the well-established 
fact that "we learn more through our errors than 
through our successes.” 

The experienced urologist cannot fail to be 
impressed by the frequency with which he en¬ 
counters the recital of diagnostic or therapeutic 
errors which his own errors and experience have 
taught him to avoid. The book is packed full of 
urologie wisdom and caution which only a man 
with a large practical experience could have 
acquired. To take but two simple instances: The 
author has a high respect for the damage that 
the cystoscope can do under certain conditions 
and he warns against its indiscriminate routine 
use __ a warning which should be sounded m the 
ears of all ambitious surgical and urologie in¬ 
terns He also tells of the innumerable appen- 
dicectomies that have been done erroneously for 
ureteral and vesicular conditions which had no 
relevance whatever to the appendix. 


This is not new, of course, but it does bear con- 
:ant repetition and more repetition until these 
imple vet important pitfalls will have become 
art of the urologist’s or surgeon’s consciousness, 
'hat is why this book is valuable. It emphasizes 
be things which we have already learned and 
re likely to forget, and in addition it teaches 
aluable lessons that we may never have known. 

Step by step, in orderly fashion the entire 
irogenitai tract is thoroughly yet briefly co' 
red as to non-surgical and surgical affections 
,e-inning with the kidney and continuing through 
he'ureters and the bladder down to the genital 


?ans. , • 

The opening chapters on truth ail 
ence, especially in psychology and biology, 
ike an instructive dissertation on c » 


cance and practical application of truth and error 
in the field of surgery and urology, which con¬ 
stitutes the body of the work. The book ends 
with a consideration of errors in radiology, 
which every surgeon and urologist should read 
because of its importance. 

It may be said, in conclusion, that a careful 
study of this valuable volume will help the reader 
to avoid many snares and pitfalls, with their 
occasionally unhappy consequences. The biblio¬ 
graphy, while rather extensive, is limited to the 
works, mostly French, consulted by the author. 

Wolbarst. 

Practical Obstetrics. By P. Brooke Bland, 
M.D., F.A.C.S., F.I.C.S., Professor Emeritus 
of Obstetrics, Jefferson Medical College of 
Philadelphia, and Thaddeus L. Montgomery, 
M.D., F.A.C.S., Clinical Professor of Ob¬ 
stetrics, Jefferson Medical College of Phila¬ 
delphia. Third edition. Price, $S. Pp. 877 
with 502 engravings and 27 colored plates. 
Philadelphia: F. A. Davis Co., 1939. 

I N the third edition of “Practical Obstetrics” 
the authors still adhere to the feature which 
characterized previous editions, “brevity and 
directness of text.” This style lends itself ad¬ 
mirably to the needs of the medical student and 
general practitioner. 

The touch pictures which accompany descrip¬ 
tions of the normal and abnormal mechanisms of 
labor are self explanatory and should be of great 
value to those who are attempting to master the 
various mechanisms. The authors still advise 
packing the uterus following curettage for in¬ 
complete abortion, regardless of whether or not 
the contents have been infected. Statistics show 
an increased morbidity and mortality following 
packing technic. 

Obstetrical analgesia and anesthesia are dis¬ 
cussed with the following conclusions: 

1. Morphine is to be used in prolonged labor. 

2. Barbituric acid derivatives are to be used 
for amnesia in short labor, under careful 
supervision. 
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